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About 20 years ago Bubis of Cleveland began to urge 
more extensive repair of soft tissue damage at the time of 
delivery. His contributions were aply described as “puer- 
peral gynecology,” and under this heading he advocated 
that obstetricians undertake several operative procedures 
usually considered properly to belong to the post puer- 
peral period. I have practiced some of these recom- 
mended operations for about 17 years, and this paper is 
a discussion of my own experiences and results. 


CERVICAL REPAIR AT DELIVERY 


It is usually stated in obstetric textbooks that damage 
to the cervix at the time of labor is inevitable. This 
is evidenced by the typical textbook description of the 
cervix of the nullipara in contrast to that of the woman 
who has borne one or more children. In the first instance 
the external os is described as a small round opening or 
dimple, which is replaced after childbirth by a transverse 
slit. The difference is the result of the fact that the ex- 
ternal os does not appear to be able to dilate enough to 
permit the passage of a head at term and that more or less 
tearing of the structure results. 

Most of these lacerations do not cause eesitiiaie 
and there seems at first glance no indication for their 
immediate repair. When the fact that lacerations did 
occur was first appreciated, and for many years there- 
after, the risk of infection as the result of invasion of the 
birth canal by instruments or the hands was a real risk, 
not to be undertaken lightly. The older authors therefore 
quite correctly recommended a policy of noninterference 
unless hemorrhage occurred from these tears. Today 
hospital deliveries are rather routine, with good aseptic 
technique, antibiotics when needed, and frequently one 
or more trained assistants. For some unexplained reason, 
however, authors of modern textbooks of obstetrics still 
do not recommend routine inspection of the cervix for 
lacerations and their repair when found. 

The unrepaired laceration is quite apt to become in- 
fected and the infection to become chronic, usually caus- 
ing a very annoying vaginal discharge. Whether the 
incidence of cervical malignancy is increased or not has 


never been proved, although all should agree that the 
health and well-being of the mother are not bettered by 
allowing a cervical laceration to remain unrepaired. 
Often the discomfort is sufficient to cause her to seek 
relief. The treatment may be cauterization, conization, 
repair, or cervical amputation as the case may be. In any 
event she has been subject to a certain amount of pain or 
discomfort, loss of time, and monetary expense. 
Actually, cervical inspection and repair is a very sim- 
ple procedure, one in which any obstetrician can become 
adept after a very short experience. In actual practice 


» there is no increase in morbidity, and the results are usu- 


ally most gratifying. Instruments required, in addition to 
those used in delivery, are three sponge sticks or ring 
forceps. With pressure on the perineum by the fingers of 
one hand, the upper rim of the cervix is easily visualized 
and can be grasped with a ring forceps. Then, with the 
other two it is a simple matter to “walk around” the 
external os and to inspect the entire periphery. Lacera- 
tions are not difficult to recognize, nor to repair. Some 
practitioners recommend interrupted and others con- 
tinuous sutures. While my own preference is for the lat- 
ter, the principal argument I have is one of convenience. 
Tissues must be properly approximated and sutures must 
not be tied too tightly. Every laceration, no matter how 
small, should be repaired, for, peculiar as it may seem, 
they do not become smaller with involution and the cor- 
responding decrease in circumference of the external os. 
A laceration that is 1 cm. long immediately after delivery 
is still 1 cm. long at the end of six weeks and may give 
rise to the symptoms described above. 

If the patient has had children before, old lacerations 
may be found when the cervix is inspected. These should 
also be repaired in the same manner as fresh tears. When 
the lacerations are old, it is necessary to first denude the 
edges of the laceration, being certain that the angle is 
reached, before repairing. The results are as good as 
when a fresh tear is sutured. 

It would be most incorrect to state that every lacera- 
tion will heal by first intention. In spite of the many varia- 
bles, a large majority will heal, and at the time of the six 


Read before the Section on Obstetrics and Gynecology at the 101st Annual Session of the American Medical Association, Chicago, June 11, 1952. 
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weeks examination the external os will be found to again 
be a small round dimple and not a transverse slit. 

There are two other major advantages to routine cer- 
vical inspection and repair. As the obstetrician becomes 
more familiar with and more proficient in the procedure, 
the repair of a laceration that is bleeding freely becomes 
a correspondingly easier task and one that is approached 
with greater confidence. There is still an occasional case 
in which the cutting of the cervix or hysterostomatomy 
is indicated. For example, in the delivery of a premature 
baby presenting by the breech, it is not uncommon, in 
spite of all precautions, for the body and shoulders to 
slip through a cervix that is too small to permit the pas- 
sage of the relatively larger head. Unless the external os 
is almost immediately enlarged, the infant will be lost. 
Manual dilatation is most difficult, and as a rule so much 
time is required that a living, healthy child is not ob- 
tained. Two incisions of the cervix at 10 and 2 on the 
clock are simple to make and will allow the cervix to 
retract back over the head and birth to be completed in 
time to salvage the baby. Except in extremely rare in- 
stances the incisions neither extend nor bleed freely. In 
any event their repair offers no concern to one who has 
made himself familiar with routine cervical inspection 
and repair. 

The objection has been raised that repair of cervical 
tears or incisions and repair might produce sufficient scar 
formation in the cervix to interfere seriously with its sub- 
sequent dilatation. Experience has taught us that such is 
not the case and that this fear is entirely groundless. 


PERINEORRHAPHY AT DELIVERY 

Every experienced obstetrician knows that perineal 
lacerations occur at the time of delivery and that they 
should be repaired. Also episiotomy as a means of ob- 
taining a better final result is well established and needs 
no defense here. The basic reason for the employment 
of episiotomy is the recognition of the great discomfort 
and actual suffering resulting from the loss of adequate 
perineal support. Interval perineal repair is one of the 
most frequent gynecological operations. While it is fully 
agreed that it is a necessary procedure, it is a rather sad 
commentary on obstetric practice that it should be 
necessary so frequently. The results following interval 
perineal repair are usually very good. However, the pa- 
tients have been subjected to the inconvenience, the ex- 
pense, and the risk of another period of hospitalization 
and another operative procedure. 

In most cases the need for perineal repair could be 
avoided. If the episiotomy is properly done at the proper 
time and properly repaired, the final result will be a firm, 
comfortable perineal body, offering adequate support to 
the pelvic viscera. This may be obtained a number of 
times in the same patient. If no episiotomy or an inade- 
quate one has been done at a previous delivery and the 
patient enters a second or other pregnancy with a relaxed 
vaginal outlet, the perineum may be repaired at the time 
of delivery, the operation being spoken of as an elective 
perineorrhaphy to differentiate it from the repair of a 
fresh laceration, now called an indicated perineorrhaphy. 

As in cervical inspection and repair, text books on 
obstetrics do not recommend this operation at the time 
of delivery. There are probably two reasons for this: In 
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the earlier days of obstetric teaching when the vag 
majority of deliveries were made at home, the technique 
and facilities contraindicated any but absolutely neces. 
sary manipulations. Also, since obstetrics is practiced by 
men not trained on a specialty level, it might be unwise to 
advocate for general use an operation that might cause 
harm instead of good. If the latter reason is valid, then 
perhaps obstetrical text books should not mention or 
recommend cesarean section in certain cases. 

It is true that many good, conscientious obstetricians 
who have had little or no experience with elective peri- 
neorrhaphy still consider it to be “meddlesome mid- 
wifery.” The arguments they advance against it are either 
theoretical or secondhand and are not based on actual! 
experience. These arguments are that the area is quite 
vascular and that a repair would be accompanied by « 
great deal of bleeding, which would be difficult to con- 
trol, and that the contamination of the wound by lochia 
would be apt to cause infection and prevent healing. 
Neither of these arguments is valid. There is an increased 
blood supply to the area and there is more blood loss 
than is encountered in an interval repair, but it is no 
greater or more difficult to control than the bleeding from 
an episiotomy. The time of bleeding is not as long, for the 
baby and placenta have been delivered prior to making 
the first incision. It appears that the perineal tissues have 
a high degree of immunity to the woman’s own organ- 
isms. Again, if this were not true, episiotomy wounds 
and repairs of lacerations would become infected much 
more frequently. I have not heard and cannot offer as an 
argument against this operation the fact that it does re- 
quire extra time and extra effort for the obstetrician, 
sometimes at an hour of the night that is quite late or 
quite early as the case may be. Since I do not offer this 
objection, I am not able to say in rebuttal that, if one 
wishes to practice obstetrics, he should be not only willing 
but anxious to do all in his power for the well-being of 
the patient without consideration of the cost to ourselves. 


ADVANTAGES OF ELECTIVE PERINEORRHAPHY 

One of the arguments against elective perineorrhaphy, 
increased vascularity, is actually an argument in its favor. 
Better blood supply means better healing of tissues and 
better results. Other favorable factors are as follows: 

1. The operation is easier at this time. The line of 
cleavage between the vaginal mucosa and underlying 
structures is easier to find and is stripped off with sur- 
prising ease. 2. The postoperative period is decidedly 
less painful, being only slightly greater than in the case 
of repair of fresh lacerations. 3. The postpartum hospital 
stay is not increased, unless patients are customarily dis- 
charged within 48 hours. 4. The patient does not have to 
look forward to, nor make preparations for, another 
period of hospitalization. 5. The obstetrician can feel 
satisfied that he has done a good job and that the patient 
is in better physical condition than she was before the 
birth of the child. 

Quite a number of times we have seen patients with 
rectovaginal fistulas from a previous delivery. These are 
repaired at the time of delivery by cutting through the 
sphincter and up the rectal wall to the site of the fistulous 
tract. This is then dissected out and a routine repair done. 
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The results have all been good. On two occasions patients 
have presented themselves pregnant with old complete 
lacerations. These had previously been repaired but had 
broken down. One of these patients had had two unsuc- 
cessful repairs. In both another repair was done at the 
time of delivery, and in both union was by first intention. 
| am inclined to attribute success to the increased blood 
supply. 

Speaking from a personal standpoint, I would like to 
report that I have been more than repaid for the extra 
time and effort spent on these repairs by the many volun- 
tary expressions of gratitude from patients who were 
amazed and delighted at how much more comfortable 
they were following this delivery than they had been since 
the beginning of their childbearing life. My one regret is 
that I did not begin the practice at an earlier date. 
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Bubis has also recommended two other puerperal op- 
erations, the repair of cystoceles and the removal of 
hemorrhoids. With both of these my experience has been 
quite limited and I can speak of them only briefly. In my 
experience anterior colporrhaphy has in a high percent- 
age of cases been accompanied by persistent, profuse 
bleeding, sufficient in two instances to cause severe 
shock. It appears to me that this risk is enough to warrant 
postponing this particular operation to a more favorable 
time. 

Hemorrhoidectomy adds greatly to the postpartum 
suffering of the patient, but probably no more than when 
it is done later. Many hemorrhoids that are large and 
inflamed at the time of delivery regress rapidly during 
the puerperium and disappear by the end of six weeks. 


University Hospital (1). 


PRESENT STATUS OF CLINICAL MANIFESTATIONS OF TOXOPLASMOSIS 


IN 


MAN 


INDICATIONS AND PROVISIONS FOR ROUTINE SEROLOGIC DIAGNOSIS 


Albert B. Sabin, M.D., Cincinnati, Heinz Eichenwald, M.D., New York, Harry A. Feldman, M.D., Syracuse, N. Y. 


Leon Jacobs, Ph.D., Bethesda, Md. 


The increasing number of publications on the actual 
and suspected role of Toxoplasma in human disease 
throughout the world has created an interest, in diverse 
branches of the medical profession, regarding the clinical 
manifestations and diagnosis of this source of infection. 
Pediatricians, ophthalmologists, and obstetricians have 
a special interest in this problem. Having supported 
studies on the role of Toxoplasma in human disease, the 
Research Grants Division of the National Institutes of 
Health, through its tropical medicine study section, called 
a conference to determine whether or not the time had 
come to transfer some of the responsibilities for the diag- 
nosis of human toxoplasmosis from the sphere of re- 
search to that of routine practice. The first conference 
held in August, 1951, and a subsequent one held in 
July, 1952, reviewed the most recent experiences of a 
number of research laboratories with the serologic tests 
currently used for the diagnosis of toxoplasmosis, as well 
as the accumulated information on those manifestations 
of human infection that can be diagnosed by serologic 
methods with reasonable certainty. It was the consensus 
of the participants that the serologic diagnosis of con- 
genital toxoplasmosis should become a function of cer- 
‘ain routine diagnostic laboratories, while other condi- 
tions should continue to be problems for research. 


CONGENITAL TOXOPLASMOSIS 


The following clinical manifestations suggest the pos- 
‘ibility of congenital toxoplasmosis and warrant the 
routine performance of serologic tests: 1. During the 
neonatal period there are signs of encephalitis, rash, 
jaundice, and hepatosplenomegaly; hydrocephalus, mi- 
‘tocephaly, or chorioretinitis may be present. 2. During 
infancy and childhood convulsions, hydrocephalus, mi- 
‘tocephaly, or psychomotor retardation occur in con- 
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junction with chorioretinopathy; cerebral calcification, 
although common, may be absent or undetected. 

The accumulated published reports, as well as the 
unpublished experiences of members of this committee, 
have established that the most commonly recognized 
clinical manifestations of human toxoplasmosis are the 
result of congenital infection; however, neither the 
manifestations relative to damage of the nervous system, 
which are most frequent, nor those relative to involve- 
ment of the viscera, such as neonatal jaundice or hepato- 
splenomegaly, are sufficiently characteristic to permit a 
diagnosis on clinical grounds alone. The specific diag- 
nosis can be established by serologic methods. It is diffi- 
cult to estimate the actual incidence of congenital toxo- 
plasmosis in the United States, since its recognition 
depends on both clinical awareness and diagnostic facil- 
ities. Since the development of the new diagnostic meth- 
ods, two of us (A. B. S. and H. A. F.)' in 1948 estab- 
lished the diagnosis in 23 patients from various parts of 
the United States and Europe. The experiences of two 
members of this committee during the last few years fur- 
ther suggest that this condition is not unusually rare. 
Thus, one of us (H. E.), working at the New York Hos- 


Requests for reprints should be addressed to: Tropical Medicine Study 
Section, Research Grants Division, National Institutes of Health, Bethesda 
14, Md.: Attention: Executive Secretary. 

Report of Committee on Toxoplasmosis, Tropical Medicine Study Sec- 
tion, Division of Research Grants, National Institutes of Health, United 
States Public Health Service. Dr. Sabin is Chairman of the Committee. 

From the Children’s Hospital Research Foundation, University of Cin- 
cinnati College of Medicine (Dr. Sabin), Department of Pediatrics, The 
New York Hospital—Cornell Medical Center (Dr. Eichenwald), Depart- 
ment of Medicine, State University of New York at Syracuse, and Uni- 
versity Hospital of The Good Shepherd (Dr. Feldman), and Laboratory 
of Tropical Diseases, National Institutes of Health (Dr. Jacobs). 

1. Sabin, A. B., and Feldman, H. A.: Chorioretinopathy Associated 
with Other Evidence of Cerebral Damage in Childhood: A Syndrome of 
Unknown Etiology Separable from Congenital Toxoplasmosis, J. Pediat. 
35: 296-309 (Sept.) 1949. 
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pital, has diagnosed 100 cases of congenital toxoplasmo- 
sis between 1948 and 1952; another one of us (H. A. F.), 
working at the State University at Syracuse, New York, 
has diagnosed 75 cases of congenital toxoplasmosis dur- 
ing the period of from 1949 to 1952. We both received 
specimens from various physicians, mostly in the United 
States, after they learned that the tests would be per- 
formed in our laboratories. 

Since the earliest recognition of congenital toxoplas- 
mosis in human beings, it was evident that the following 
tetrad of clinical manifestations was very frequently 
' present: chorioretinopathy, cerebral calcification, hydro- 
cephalus or microcephaly, and psychomotor disturb- 
ances. In recent years, it has become apparent ' that the 
occurrence of these clinical manifestations does not, in 
itself, indicate that the cause is toxoplasmosis; however, 
in the presence of this tetrad, the incidence of serologic 
confirmation of the diagnosis of toxoplasmosis can be as 
high as 80 or 90%. Chorioretinopathy is the most impor- 
tant sign for the selection of patients in whom toxo- 
plasmosis may be suspected as the cause for congenital 
cerebral damage. Chorioretinopathy sometimes may not 
be apparent at birth but can develop within a few weeks 
after birth. Although the macular region is frequently 
involved, there are instances in which the lesions are 
located so far on the periphery of the retina that it may 
not be possible to see them, except under full dilatation 
of the pupil and most complete fundoscopic examination, 
which in children may be achieved only under anesthesia. 

The extent of the clinical manifestations at birth, or 
early during the neonatal period, probably depends on 
the period in pregnancy when the infection is transmitted 
from the mother to the child. When the infection is trans- 
mitted during the early part of pregnancy, the disease can 
be fully developed in the newborn child and the child 
may be born dead. On the other hand, when the infection 
is transmitted during the very last part of pregnancy, the 
newborn may exhibit only the earliest manifestations of 
the acute infection, among which the following signs may 
be very prominent: convulsions, rash, jaundice, and 
hepatosplenomegaly. At this stage, chorioretinopathy 
may or may not be present. Also, cerebral calcification 
may or may not be present. Evidence of hydrocephalus 
or microcephaly can be entirely lacking. 

Later on in infancy and childhood, convulsions and 
psychomotor retardation with or without hydrocephalus 
or microcephaly become the commonest clinical mani- 
festations of patients with congenital toxoplasmosis, but, 
in the absence of demonstrable chorioretinopathy, the 
incidence of serologic confirmation of the diagnosis is 
very low. After the neonatal period, possible congenital 
brain damage, which is associated with cerebral calci- 
fication, is only rarely due to toxoplasmosis in the 
absence of chorioretinopathy. In order to limit the num- 
ber of tests for Toxoplasma antibodies, the committee 
has deemed it advisable that, for the present, only those 
patients should be studied routinely who, in addition to 


2. (a) Sabin, A. B.: Complement Fixation Test in Toxoplasmosis and 
Persistence of the Antibody in Human Beings, Pediatrics 4: 443-453 (Oct.) 
1949. (b) Symposium: Toxoplasmosis: Diagnosis and Treatment, Tr. Am. 
Acad. Ophth. 54: 190-206 (Jan.-Feb.) 1950. 

3. Wilder, H. C.: Toxoplasma Chorioretinitis in Adults: A Preliminary 
Study of 41 Cases Diagnosed by Microscopic Examination, A. M. A. 
Arch. Ophth. 47: 425 (April) 1952. 
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other evidence of congenital cerebral damage, also haye 
evidence of chorioretinopathy. This limitation does no 
apply to suspected cases during the neonatal period. 
The chief practical benefit to be derived from a specific 
diagnosis of congenital toxoplasmosis is the good prog. 
nosis for subsequent children. Other conditions respon. 
sible for congenital types of ocular and cerebral damage 
simulating those of congenital toxoplasmosis carry an 
uncertain prognosis for subsequent children, since there 
are instances of multiple abnormal children in the same 
family. There is no adequate evidence among the pub. 
lished reports that a mother can give birth to more than 
one child with congenital toxoplasmosis. There are scat- 
tered reports in the literature of mothers who had norma! 
children after delivery of a child with proved congenital 
toxoplasmosis. One of us (A. B. S.)* reported that seven 
mothers with high levels of dye test and complement- 
fixing antibodies for Toxoplasma, who had previously 
each given birth to one child with proved congenital 
toxoplasmosis, subsequently gave birth to normal chil- 
dren free of toxoplasmic infection. In the last few years, 
we (H. E. and H. A. F.) have accumulated the following 
additional information on subsequent pregnancies (the 
information is as yet unpublished) : 45 mothers who had 
given birth to children with proved congenital toxoplas- 
mosis had 67 subsequent pregnancies. None of the chil- 
dren in these subsequent pregnancies was found to have 
toxoplasmosis. There were nine miscarriages in this 
group; four of the miscarried fetuses were investigated, 
but no evidence of toxoplasmosis was found. There were 
four premature infants in this group, of whom two died. 
One of the dead premature infants was investigated, but 
no toxoplasmosis was found. This incidence of miscar- 
riages and premature births is not believed to be different 
from that ordinarily encountered in such a population 
group. This experience added to previous observations 
forms a firm foundation on which a favorable prognosis 
can be given for subsequent children and constitutes a 
most compelling reason for providing a Toxoplasma 
diagnostic service for the physicians of this country. 


PRESENT STATUS OF OTHER CONDITIONS IN WHICH 
ROLE OF TOXOPLASMOSIS IS UNDER 
INVESTIGATION 


The routine performance of diagnostic tests for toxo- 
plasmosis was regarded as inadvisable for the following 
conditions, either because Toxoplasma is only rarely 
responsible for the clinical manifestations, which, as 4 
rule, are due to other etiological agents, or because there 
is no evidence at this time that Toxoplasma is etiologi- 
cally related to them. 

Chorioretinitis of Unknown Cause in Adults and 
Children Acquired After Birth_—There is as yet no evi- 
dence that Toxoplasma is the cause of postnatally ac- 
quired chorioretinitis or other forms of uveitis.*” Three 
of us (H. E., H. A. F., and L. J.) have tested the serums 
of at least 100 such patients. The incidence and titers of 
Toxoplasma dye test antibody among them were the 
same as in the normal population of similar age. The 
recent report by H. C. Wilder * that she found Tox0- 
plasma parasites in histological sections of eyes, which 
were enucleated because they were blind and painful, 
would suggest either that acquired toxoplasmic uveitis 
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may occur on rare occasions or that the “protozoon 
bodies” that resemble Toxoplasma morphologically are 
actually not Toxoplasma. Two of us (A. B. S. and L. J.) 
have seen these bodies and noted the morphological 
resemblance, but until serologic tests are available on the 
patients from whom the eyes were removed, or Toxo- 
plasma organisms have actually been recovered from 
enucleated eyes by animal inoculation, it is best to reserve 
judgment on the nature of the structures. 


Retrolental Fibroplasia, Cerebral Palsy, and Various 
Other Manifestations of Neonatal or Congenital Cerebral 
or Ocular Damage.—Two of us (H. E. and H. A. F.) 
have tested 100 patients with retrolental fibroplasia for 
Toxoplasma antibodies with negative results. Large 
numbers of children with various types of cerebral palsy, 
and other forms of cerebral and ocular damage have been 
tested with negative results, except when they exhibited 
the clinical manifestations mentioned earlier as warrant- 
ing suspicion of congenital toxoplasmosis. 


Fevers of Unknown Cause.—The large number of 
normal persons who have Toxoplasma antibodies with- 
out a history of any recognized illness suggests that some 
fevers of unknown cause might occasionally be due to 
infection with Toxoplasma; however, the evidence pre- 
sented in published reports on this subject is uncritical 
and unacceptable. We (H. E. and H. A. F.) have each 
studied 100 or more patients with fevers of unknown 
cause and in no instance obtained evidence that Toxo- 
plasma was the cause of the febrile episode. 


“Glandular Fever” or Lymphadenitis of Unknown 
Cause.—The published reports of Gard * and Siim,° as 
well as personal communications from these investigators 
and from Dr. H. Pinkerton of St. Louis, suggest that 
regional or generalized lymphadenitis may occasionally 
be caused by Toxoplasma. The evidence for its occur- 
rence in human beings is still being accumulated and 
represents a worthy subject for future investigation; how- 
ever, because of the frequency of unexplained lym- 
phadenitis and the present uncertainty of the relative 
importance of Toxoplasma, it does not appear advisable, 
at this time, to recommend routine tests for Toxoplasma 
antibodies. 


Infectious Encephalitis of Unknown Cause. — Al- 
though Toxoplasma has been established as one of the 
many causes of the clinical syndromes broadly included 
under the name of “infectious encephalitis,” it is obvi- 
ously not a common cause. While further systematic 
observations are desirable, routine serologic tests for 
toxoplasmosis are not recommended for encephalitis of 
unknown cause. 

Spontaneous Abortions of Unknown Cause.—Prof. 
Sven Gard of Stockholm, Sweden, recovered Toxoplasma 
from the uterine scrapings of a patient with spontaneous 
abortion and suggested the need for determining how 
frequently toxoplasmosis may be a cause for spontaneous 
abortions. Two of us (H. A. F. and H. E.) performed 
serologic tests on 95 women with spontaneous abortions 
of unknown cause and found no evidence that Toxo- 
plasma was etiologically related. 

Detection of Acute Toxoplasmosis During Pregnancy. 
—The available data indicate that congenital toxoplas- 
Mosis is the result of an unrecognized acute infection 
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rather than an exacerbation of a chronic infection during 
pregnancy, because mothers who have given birth to one 
child with toxoplasmosis invariably exhibit the high dye 
test and complement-fixing Toxoplasma antibody titers 
characteristic of recent acute infection and do not pro- 
duce subsequent children with this disease. Accordingly, 
only the detection of changing titers of antibody, indi- 
cative of an acute current infection, would warrant the 
institution of chemotherapy during pregnancy in the hope 
of preventing serious damage to the child. Tests for 
Toxoplasma antibodies in unexplained febrile illnesses 
during pregnancy may be a worthwhile research problem 
but cannot as yet be recommended as a routine pro- 
cedure. Preliminary observations on hundreds of healthy 
women in prenatal clinics, involving periodic tests for 
Toxoplasma antibodies, by Prof. Sven Gard, and one of 
us (H. A. F.) (whose studies concerned 600 women) 
suggest that thousands might have to be tested before 
one is detected with an acute Toxoplasma infection dur- 
ing pregnancy. In some parts of the world * 40 to 50% 
of such women, like the rest of the normal population of 
similar age, may have Toxoplasma antibodies as a result 
of past infection, but that has no effect on the children 
they bear. 


Exanthematous Fevers of Unknown Cause Simulating 
Rickettsial Infections.—The fatal cases of toxoplasmosis 
in adults reported by Pinkerton and Henderson in 1941,° 
a recent fatal case in a 60-year-old woman in Boston, 
studied serologically by one of us (H. A. F.), the fatal 
case that recently occurred in a laboratory technician in 
the U. S. Public Health Service Laboratory of Tropical 
Diseases at Memphis, Tenn., and several severe, nonfatal 
laboratory infections in Sweden and Czechoslovakia, 
almost all associated with rash, suggested that a clinical 
syndrome might be defined for which routine Toxo- 
plasma diagnostic tests would be indicated. The commit- 
tee was of the opinion that an exploratory study should 
first be made of those exanthematous fevers that, al- 
though suggestive of rickettsial or leptospiral origin, fail 
to yield confirmatory laboratory tests for these agents. 
Until the results of such a study are available, it did not 
seem practical to recommend that all exanthematous 
fevers of unknown cause be routinely tested for serologic 
evidence of current, active toxoplasmosis. 


DIAGNOSTIC TESTS FOR TOXOPLASMOSIS 

The diagnosis of current or past infection with Toxo- 
plasma can best be made by the use of two in vitro quanti- 
tative tests for Toxoplasma antibodies: 

Dye Test or Cytoplasm-Modifying Test.—This test was 
described by two of us (A. B. S. and H. A. F.)? and de- 
pends on the discovery that the cytoplasm of Toxoplasma, 
acted on by a specific antibody and a complement- 
like accessory factor, loses its affinity for methylene blue 
at pH 11. The dye test titer refers to the highest original 


4. Gard, S., and Magnusson, J. H.: Glandulir Form av Toxoplasmos 
i samband med Graviditet, Svenska lak. 47: 2141, 1950. 

5. Siim, J. C.: Acquired Toxoplasmosis: Report of 7 Cases with 
Strongly Positive Serologic Reactions, J. A. M. A. 147: 1641-1645 (Dec. 
22) 1951. 

6. Pinkerton, H., and Henderson, R. G.: Adult Toxoplasmosis: A 
Previously Unrecognized Disease Entity Simulating the Typhus-Spotted 
Fever Group, J. A. M. A. 116: 807-814 (March 1) 1941. 

7. Sabin, A. B., and Feldman, H. A.: Dyes as Microchemical Indi- 


cators of a New Immunity Phenomenon Affecting a Protozoon Parasite’ 


(Toxoplasma), Science 108: 660-663 (Dec. 10) 1948. 
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dilution of a serum that, in the presence of a constant ade- 
quate amount of the accessory factor, is capable of depriv- 
ing the cytoplasm of 50% of extracellular Toxoplasma 
of its affinity for methylene blue at pH 11. The specific 
antibody resists heating at 56 C for 30 minutes, and se- 
rums can, therefore, be shipped without refrigeration. The 
consensus of those who have worked with the dye test 
for several years is that it yields closely reproducible re- 
sults in different laboratories and that the technique is 
simple enough to be learned by technicians for routine 
use. “Blind-fold,” comparative tests were performed in 
the (H. A. F.) laboratory on serums that had been pre- 
viously tested by Dr. J. Chr. Siim, of the State Serum 
Institute in Copenhagen, and by Prof. C. P. Beattie, of 
the University of Sheffield, England, without significant 
differences in titer in a single instance. The chief draw- 
/ back in this test is that it requires living Toxoplasma. The 
following procedure, which differs only in minor details 
from that described originally,’ is recommended for 
routine work. The following reagents are used in the test: 

Toxoplasma: No immunologic differences in strains 
have been found. The strain used should multiply so ex- 
tensively in the peritoneal cavity of mice that three to 
four days after inoculation there will be at least 10 to 30 
million extracellular Toxoplasma organisms per milliliter 
of exudate. This can be achieved by using 0.1 ml. of 
undiluted peritoneal exudate as the inoculum and per- 
forming intra-abdominal passages every three to four 
days. The exact number of Toxoplasma organisms used 
in a test is not important, provided enough of them can be 
seen in each microscopic field to permit the rapid count- 
ing of 50 to 100 extracellular organisms. 

Accessory Factor: Human serum, which, in the fresh 
state, can be incubated with Toxoplasma at 37 C for one 
hour without affecting the staining of the cytoplasm by 
methylene blue at pH 11, is the source of the accessory 
factor. This fresh serum, used in the manner indicated 
below, should be capable, in conjunction with a sufficient 
quantity of Toxoplasma antibody that has been heated 
at 56 C for 30 minutes, of depriving the cytoplasm of 
approximately 90% of the extracellular Toxoplasma of 
its capacity for staining with alkaline methylene blue. In 
- most regions, at least 50% of adults should be able to 
supply such a serum. When such a person is found, it is 
best to obtain several hundred milliliters of serum for 
storage in the frozen state. It is best to defibrinate the 
blood rapidly by shaking with glass beads or using an- 
other method and quickly distribute the centrifuged 
serum in individual ampuls or lusteroid® (seamless ) 
plastic tubes in amounts that may be used on any one 
day by a particular laboratory. Serum that has been 
frozen and thawed several times can still be used as an 
accessory factor. 

Positive Control Serum: The accessory factor is itself 
the best negative control serum. The positive control 
serum can be any human or animal serum that has been 
carefully titered for its content of cytoplasm-modifying 
antibody. This serum can be stored in an ordinary refrig- 
erator unless it is also to be used as the standard in the 
complement fixation test, in which case it should be 
frozen to prevent the development of anticomplementary 
properties. 
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Methylene Blue at pH 11: The buffered methylene 
blue is freshly prepared daily, or no less frequently than 
every three days, by mixing 3 ml. of a saturated alcoholic 
solution of methylene blue with 10 ml. of buffer at pH 11, 
which consists of 9.73 ml. of 0.53% sodium carbonate 
plus 0.27 ml. of 1.91% sodium borate (Na2B,O,10H.O), 

Anticoagulant: A 1% solution of heparin in 0.9% 
solution of sodium chloride is commonly used; however. 
one of us (A. B. S.) has been informed by Dr. Franco 
Porta of the Neuropathology Clinic of the University of 
Pavia, Italy, that he has successfully used a 3.8% solu- 
tion of sodium citrate instead of the 1% heparin. 

Test Serums: Human serums need not be heated at 
56 C. For routine purposes it is recommended that each 
serum be screened by testing the 1:16, 1:64, and 1:256 
dilutions. Fourfold dilutions of the test serums in 0.1 ml. 
amounts, prepared in 0.9% solution of sodium chloride, 
should be ready before the Toxoplasma suspension jis 
prepared. If the number of serums to be tested at any one 
time is very large, such dilutions can be prepared the day 
before, or several days before, the test and stored in a 
deep freeze or in an ordinary refrigerator with suitable 
precautions to prevent evaporation. 

The Toxoplasma suspension for use in the test is pre- 
pared by mixing 0.2 ml. of undiluted peritoneal exudate 
with 0.02 ml. of 1% heparin and 0.8 ml. of the normal 
human serum containing the accessory factor, or propor- 
tionately larger amounts of each. This mixture should be 
put in a refrigerator immediately after preparation, and 
the whole test should be set up within one hour after the 
peritoneal exudate is removed from the animal. A pre- 
liminary examination of the condition of the Toxoplasma 
organisms is made by adding 0.1 ml. of this mixture to 
0.1 ml. of 0.9% solution of sodium chloride, incubating 
at 37 C in a water bath for 20 minutes, and examining 
with the dye (0.02 ml. of the methylene blue is added to 
the tube after incubation) to make certain that the cyto- 
plasm of at least 90% of the extracellular Toxoplasma 
organisms are well stained. To 0.1 ml. of the various 
serum dilutions in small tubes, one then adds 0.1 ml. of 
the heparinized Toxoplasma-accessory factor mixture. 
After incubation for one hour at 37 C in a water bath, 
0.02 ml. of the methylene blue is added to each tube. 
Tubes that are not examined immediately should be 
refrigerated. One drop from each tube is put on a slide, 
covered with a cover slip, and examined with the high 
power lens of a microscope at a magnification of about 
475. The number of extracellular Toxoplasma organisms 
with stained or unstained cytoplasm is determined; when 
most of the organisms are either predominantly stained 
or unstained, it is enough to count 50 Toxoplasma organ- 
isms, but at least 100 to 200 organisms should be counted 
when the end point is very close to 50%. The highest 
dilution of serum in which 50% or more of the organisms 
have unstained cytoplasm is the titer. 

Antibody in a titer of less than 1:16 is of doubtful 
significance. A negative or doubtful result in the 1:16 
dilution, associated with a positive result in the 1:64 or 
1:256 dilutions, indicates a prozone phenomenon, which 
is occasionally seen when antibody is present in high titer. 
In the vast majority of the normal population the titers 
do not exceed 1:64, and the screening test can be the 
final test. If no end point is obtained in the 1:256 dilu- 
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tion, it is evident that one is dealing with a significantly 
high titer of antibody and the test should be repeated to 
determine the actual titer. 


The Complement-Fixation Test.—The soluble anti- 
gen, consisting of an isotonic sodium chloride solution 
extract of Toxoplasma-infected chorioallantoic mem- 
branes of chick embryos * purified by centrifugation at 
about 13,000 rpm for 1 hour,** is recommended for 
routine use, because it is not anticomplementary, it is 
devoid of a component reacting with certain normal se- 
rums, and a similar extract of uninfected chorioallantoic 
membranes can be used for control. The serums are 
heated at 60 C for 20 minutes and tested in twofold dilu- 
tions, with 4 units of antigen and 2 exact units of com- 
plement. The titer represents the highest original dilu- 
tion of serum that fixed enough complement to prevent 
hemolysis of at least 50% or more of the sensitized eryth- 
rocytes. The standardization of the reagents, the pro- 
cedure of the test, and the results were described by one of 
us (A. B. S.).28 When the reaction with the control 
chorioallantoic membrane antigen is entirely negative, 
even titers as low as 1:2 have been found to be specific, 
in the sense that such serums invariably also contained 
significant amounts of cytoplasm-modifying antibody.** 
This test has the advantage that the antigen is stable in 
the frozen, or lyophilized, states and can, therefore, be 
carried out at will without having to maintain living 
Toxoplasma; however, because the complement-fixing 
antibody appears later and disappears much earlier than 
the cytoplasm-modifying antibody, a negative result does 
not rule out toxoplasmosis and the test cannot be used 
alone for diagnostic purposes. 

Dermal Sensitivity Test—When Toxoplasma comple- 
ment-fixing antigen is injected intracutaneously, many 
persons who have Toxoplasma antibody in their serum 
show a delayed, tuberculin-type of reaction.’ Although 
the reaction has not been observed in persons without 
Toxoplasma antibody, it can be as marked in those with 
a dye test titer in 1:4 as in those with titers of 1:4,000 °°; 
however, a considerable proportion of persons with 
Toxoplasma antibody fail to give a positive skin reac- 
tion,“ and, in the experience of this committee, children 
with proved congenital toxoplasmosis often also give 
negative reactions.*” The skin test is of no diagnostic value 
because a negative test does not indicate absence of anti- 
body or infection and a positive test does not differentiate 
between persons having dye test titers of dubious signifi- 
cance such as 1:4 and those with highly significant titers 
of 1:256 or more. 


INTERPRETATION OF RESULTS OF TESTS FOR 
TOXOPLASMA ANTIBODIES 

In human beings and animals infected with Toxo- 
plasma, the cytoplasm-modifying (dye test) antibody, as 
atule, develops within 10 to 20 days in titers of 1:256 to 
!:4,000 or higher and can persist at these high levels 
for at least five years.’° This antibody can be acquired as 
a result of inapparent or unrecognized infection with 
Toxoplasma. A large proportion of the normal popula- 
lion of urban and rural areas has this antibody, the inci- 
dence increasing to 50% or more with increasing age. 
The vast majority of the normal population tested at 
fandom exhibits titers of 1:64 or less, but recent unpub- 
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lished studies by one of us (H. A. F.) and by Dr. Don E. 
Eyles in different regions of the United States have shown 
that titers of 1:256 and higher are encountered oftener 
in normal children than in adults, even though the inci- 
dence of such antibodies is much lower in children. This 
is in keeping with the observation made on children with 
congenital toxoplasmosis and on their inapparently in- 
fected mothers, that the titers drop to levels below 1:256 
after a varying number of years.* 

The complement-fixing antibody develops more 
slowly, it is absent during the period when the infection is 
most active, and, while it can persist for many years, it 
disappears more rapidly than the cytoplasm-modifying 
(dye test) antibody.** Although our knowledge of the be- 
havior of the complement-fixing antibody during the 
acute phase of toxoplasmic infection stems largely from 
studies on experimental animals, similar observations 
have also recently been made on human beings. In the 
fatal laboratory infection with Toxoplasma studied by 
Dr. Don E. Eyles, the technician had no Toxoplasma 
antibody in three specimens of serum during the two 
months preceding the onset of illness and exhibited a dye 
test titer of 1:16 on the fourth day of the disease, 1:64 on 
the sixth, and 1:256 on the eighth, while complement- 
fixing antibody was not detected. One of us (H.E.), pos- 
sessing no Toxoplasma antibodies, tested his own serum 
at four day intervals after being bitten by a Toxoplasma- 
infected rabbit and found that the dye test first became 
positive at 16 days, when the titer was already 1:256, 
and reached a level of 1: 16,000 at 30 days. Complement- 
fixing antibodies did not appear until 32 days after the 
bite. No drugs of known effectiveness against Toxo- 
plasma were taken, and the infection was entirely sub- 
clinical. 

Additional evidence that the complement-fixing anti- 
body may not be detected during the active phase of a 
toxoplasmic infection is derived from observations on 
newborn children with active congenital toxoplasmosis. 
Both the dye test and complement-fixing Toxoplasma 
antibodies have been shown to pass through the placenta 
from mother to child, and, if the child is not infected, 
these antibodies disappear from the serum of the child 
(but not of the mother) at a regular rate, to a point where 
they are usually no longer detectable in significant amount 
after 4 months of age.'* It was observed, however, that 
a child who died of congenital toxoplasmosis five weeks 
after birth had no complement-fixing antibody but a dye 
test titer of 1:4,096, while the mother’s serum showed the 
same dye test titer and complement-fixing antibody in a 
titer of 1:32.'* Since then two of us (H. E. and H. A. F.) 
have observed a similar dissociation between dye test and 
complement-fixing antibodies in other newborn children 
with active congenital toxoplasmosis. It is concluded, 


8. Warren, J., and Russ, S. B.: Cultivation of Toxoplasma in Em- 
bryonated Egg: Antigen Derived from Chorioallantoic Membrane, Proc. 
Soc. Exper. Biol. & Med. 67: 85-89 (Jan.) 1948. 

9. (a2) Warren and Russ.® (b) Frenkel, J. K.: Dermal Hypersensitivity 
to Toxoplasma Antigens (Toxoplasmins), Proc. Soc. Exper. Biol. & Med. 
68 : 634-639 (July-Aug.) 1948. (c) Feldman, H. A., and Sabin, A. B.: Skin 
Reactions to Toxoplasmic Antigen in People of Different Ages Without 
Known History of Infection, Pediatrics 4: 798-804 (Dec.) 1949, 

10. Sabin and Feldman.’ Sabin and Feldman.’ 

11. Sabin, A. B., and Feldman, H. A.: Persistence of Placentally Trans- 
mitted Toxoplasmic Antibodies in Normal Children in Relation to Diag- 
nosis of Congenital Toxoplasmosis, Pediatrics 4: 660-664 (Nov.) 1949. 

12. Sabin.28 Sabin and Feldman.” 


MYOCARDIAL INFARCTION—ERNSTENE 


1069 


| 
‘5 
4 

j 
1 
/ 

4 
h By, 


1068 TOXOPLASMOSIS—SABIN ET AL. 


therefore, that a negative test for complement-fixing anti- 
body on the serum of a newborn child possessing a high 
titer of dye test antibody is indicative of a recent and 
currently active congenital infection when the mother’s 
serum exhibits high titers of both antibodies. 

It must be clear that, because of the high incidence of 
Toxoplasma antibodies in the normal population, the 
mere presence of such antibodies, in any titer, does not 
prove that the associated clinical manifestations were 
caused by Toxoplasma. Serologically, it is possible to 
establish that infection with Toxoplasma has occurred 
during a specified period of time: either when the titer 
of dye test antibody has increased eightfold or more to a 
level of 1:256 or more; or when a dye test titer of 1:256 
or more does not change significantly during an interval 
of several weeks, while the complement-fixing antibody 
changes from negative to 1:8 or more or increases in titer 
at least fourfold, when twofold dilutions of both serums 
are tested simultaneously. 

The diagnosis of congenital toxoplasmosis cannot be 
made in the absence of dye test antibody in the child, re- 
gardless of how high the titer may be in the mother’s 
serum. A positive diagnosis can be made when the dye 
~ test titer is 1:256 or more in both the mother and child, 
provided the child is over 4 months of age. When a high 
titer is obtained in a child during the first weeks of life, 
the test should be repeated at the end of four months. If 
the high titer was due to infection with Toxoplasma, it 
will still be high in the second test. If the second test is 
negative, or the titer is low, the diagnosis of toxoplasmo- 
sis cannot be made because the result of the first test 
was due to passive transfer of antibody from the mother. 
When a high dye test titer is obtained in a child during 
the first weeks of life, a complement fixation test is also 
done on both the mother and child. If the mother has 
high titers of both antibodies and the child has no comple- 
ment-fixing antibody, the results are indicative of a cur- 
rent, active infection with Toxoplasma, which should be 
treated with sulfonamides to the limit of the patient’s 
tolerance for at least several weeks.” In older children, 
particularly over the age of 6 years, when the dye test 
titers may be less than 1:256 in the mother or child, or 
in both, the diagnosis can still be regarded as highly 
probable if the child exhibits clinical manifestations that 
are compatible with congenital toxoplasmosis. When 
only the mother’s serum is available for examination, be- 
cause the child died before congenital toxoplasmosis was 
suspected, a dye test titer of 1:256 or more does not 
prove that the child had toxoplasmosis, but a negative 
test, or a low titer, within three years after delivery, indi- 
cates that the child did not have toxoplasmosis. 

A serologic diagnosis of congenital toxoplasmosis can 
be made with the dye test alone, and there is no need for 
doing a complement fixation test except when the child 
exhibits a high dye test titer during the first weeks of life. 
The complement fixation test can establish the serologic 


* Treatment of suspected acute toxoplasmosis with sulfonamides is 
based on the experimental demonstration that these drugs can prevent and 
suppress infection in mice and cure established infection in rabbits. The 
experience in human beings is too limited for analysis. One of us (H. E.) 
has used sulfonamides in 12 newborn infants with proved acute congenital 
toxoplasmosis and obtained encouraging results in 6. The data will be 
reported in a forthcoming publication. 

+ Address: Communicable Disease Center (Att.: Toxoplasma Labora- 
tory), P. O. Box 185, Chamblee, Ga, 
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diagnosis of congenital toxoplasmosis in the majority of 
patients, but it cannot be recommended as the sole tey 
for routine purposes, because this antibody disappear, 
more rapidly than the dye test antibody and the diagnosis 
would be missed in a certain proportion of patients. 


PROVISIONS FOR ROUTINE DIAGNOSIS OF CONGENITA, 
TOXOPLASMOSIS BY COMMUNICABLE 
DISEASE CENTER 


The relatively low incidence of congenital toxoplas. 
mosis and the fact that living Toxoplasma are required for 
the dye test render it impractical for most states to pro 
vide this diagnostic service. Recognizing the need for 
such a service for the country as a whole, the Communi- 
cable Disease Center of the U. S. Public Health Service 
has established a Toxoplasma diagnostic laboratory to 
perform these tests for any of the states that may wish to 
forward specimens. This laboratory is now in operation, 
and the following directions for the collection and for- 
warding of specimens have been drawn up in cooperation 
with Dr. Ralph B. Hogan, Chief, Laboratory Branch of 
the Communicable Disease Center, and Dr. M. M 
Brooke, director of the Toxoplasma laboratory. 

1. For the present, only specimens for the diagnosis of 
congenital toxoplasmosis will be accepted. 

2. The specimens must be accompanied by a letter 
from the physician or a form supplied by the state health 
department and filled out by the physician, which will 
give the age of the child and the presence or absence of 
the following clinical manifestations: chorioretinitis, con- 
vulsions or other signs of encephalitis, hydrocephalus, 
microcephaly, cerebral calcification, psychomotor re- 
tardation, rash, jaundice, and hepatosplenomegaly. The 
physician may send only the mother’s serum if the child 
died before the diagnosis of congenital toxoplasmosis 
was suspected. The dead child’s birth date and clinical 
manifestations should be entered on the form or letter 
accompanying the mother’s serum. 

3. Under aseptic conditions approximately 5 to 10 ml. 
of blood should be drawn from both mother and child, 
using no anticoagulants or preservatives. 

4. The serum or clotted blood should be sent to the 
laboratory of the state health department. If the state 
laboratory does not itself perform tests for Toxoplasma 
antibodies, it will separate the serum and send the speci- 
mens to the Communicable Disease Center. In instances 
of suspected acute toxoplasmosis, the physician may ob- 
tain permission from the director of his state laboratory 
to ship the specimen directly to the Toxoplasma labor:- 
tory in Georgia.* 

5. The report will be sent to the state laboratory, 
which will transmit it to the physician, except in instances 
of suspected acute infection when the report will be sent 
directly to the physician. 


SUMMARY 

The participants of a conference on toxoplasmosis 
sponsored by the U. S. Public Health Service, agreed 
that (a) the most commonly recognized clinical manl- 
festations of human toxoplasmosis are the result of con 
genital infection, (b) the congenital infection can be 
diagnosed by serologic methods with reasonable cer- 
tainty, and (c) the serologic diagnosis of the congenital 
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infection should become a function of certain routine 
diagnostic laboratories, while other possible manifesta- 
tions of human toxoplasmosis should continue to be 
problems for research. The following clinical manifesta- 
tions suggest the possibility of congenital toxoplasmosis 
and warrant the routine performance of serologic tests: 
(a) during the neonatal period—signs of encephalitis, 
rash, jaundice, and hepatosplenomegaly with or without 
hydrocephalus, microcephaly, or chorioretinitis; and (b) 
during infancy and childhood—convulsions, hydro- 
cephalus, microcephaly, or psychomotor retardation in 
conjunction with chorioretinopathy, with or without 
cerebral calcification. 

The chief practical benefit to be derived from a specific 
diagnosis of congenital toxoplasmosis is the good prog- 
nosis for subsequent children. More than 50 mothers, 
who had given birth to one child with congenital toxo- 
plasmosis, subsequently gave birth to one or more normal 
children without toxoplasmosis. Specific diagnosis of a 
recent, active infection during the neonatal period is also 
important because it warrants the administration of sul- 
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fonamides, which are indicated on the basis of their effec- 
tiveness in animals experimentally infected with Toxo- 
plasma. 

The cytoplasm-modifying or dye test for the detection 
of Toxoplasma antibodies is recommended for routine 
purposes, and the proper procedure for its performance 
is described. The complement fixation test is recom- 
mended as a routine procedure only for those children 
with suspected congenital toxoplasmosis who show high 
dye test titers during the first weeks of life, because it is 
the only serologic procedure that can indicate whether 
or not the infection is recent and active. When the 
mother’s serum has high titers of both antibodies and the 
child’s serum has a high titer of dye test antibody but no 
complement-fixing antibody, a recent and active infec- 
tion with Toxoplasma can be postulated. 

The Communicable Disease Center of the U. S. Public 
Health Service has established a Toxoplasma diagnostic 
laboratory to provide this service for those states that find 
it impractical to do it themselves. Directions are given 
for obtaining and sending such specimens. 


COMPLICATIONS AND SEQUELAE OF ACUTE MYOCARDIAL INFARCTION 


A. Carlton Ernstene, M.D., Cleveland 


The prognosis of the immediate illness in acute myo- 
cardial infarction is determined principally by the size 
of the infarcted area and by whether certain complica- 
tions develop. In patients who recover, ultimate longevity 
and the degree of functional rehabilitation attained 
depend to a large extent on whether certain sequelae 
occur. The purpose of this paper is to review the most 
important of the complications and sequelae of acute 
myocardial infarction, with particular reference to their 
clinical features and to the prevention or treatment of 
those for which prophylactic or therapeutic measures 


are available. 
COMPLICATIONS 


The principal complications of acute myocardial 
infarction are shock, acute left ventricular failure, con- 
gestive heart failure, abnormalities of cardiac rhythm, 
thromboembolism, rupture of the ventricle, perforation 
of the interventricular septum, and rupture of a papillary 
muscle. Each of these conditions will be considered 
briefly. 

Shock.—A shock-like state of mild to severe degree 
occurs in 50% or more of all cases of acute myocardial 
infarction. Cold, clammy perspiration, weakness, faint- 
ness, and nausea are common, and there may be grayish 
pallor, extreme vasomotor collapse, and loss of con- 
sciousness. Opinions differ as to whether the syndrome 
ismainly due to a reduction in cardiac output or to reflex 
peripheral circulatory failure with impairment of venous 
feturn to the heart. In favor of the participation of the 
latter mechanism is the fact that the intravenous admin- 
istration of 250 ce. to 500 cc. of plasma or whole blood 
often corrects the condition temporarily or permanently.’ 
It is difficult to establish the exact therapeutic value of 
this procedure, because many patients recover spon- 
laneously from the hypotension of myocardial infarction. 


Nevertheless, the prompt improvement in favorable cases 
is evidence of its probable worth, and its use therefore 
appears to be indicated whenever severe shock is present. 
If the shock-like state does not respond to intravenous 
infusions, whole blood may be given by intra-arterial 
transfusion. Vasoconstrictor drugs, such as /-arterenol 
(“l-norepinephrine”) and phenylephrine (neosyneph- 
rine®) hydrochloride, also have a place in the treat- 
ment of resistant shock. At present, they are generally 
used only as a last resort, and the results are usually 
disappointing; occasionally, however, they bring about 
prompt and lasting improvement and appear to be di- 
rectly responsible for the saving of life. 

Acute Left Ventricular Failure-—Symptoms and signs 
of acute left ventricular failure often accompany the onset 
of myocardial infarction or appear within a few days. 
There is intense dyspnea, orthopenea, frequent coughing, 
and a sense of suffocation. In many instances, breathing 
becomes asthmatic, and if the attack is of sufficient se- 
verity, acute pulmonary edema may supervene. Shock 
may occur at the same time. Examination reveals moist 
rales over the base of the lungs, accentuation of the pul- 
monary second sound, and frequently gallop rhythm. 
Rhonchi may be present over all lung fields. 

The most effective drugs in the initial treatment of 
acute left ventricular failure are morphine and amino- 
phylline. Morphine should be given immediately, and if 
the symptoms are of more than mild degree, it should be 
followed promptly by intravenously administered amino- 
phylline. Oxygen should be administered in the severer 


From the Cleveland Clinic and the Frank E. Bunts Educational Insti- 
tute. 

Read before the Section on Internal Medicine at the 101st Annual 
Session of the American Medical Association, Chicago, June 11, 1952. 

1. Sampson, J. J., and Singer, I. M.: Plasma and Blood Infusion 
Following Myocardial Infarction, Am. Heart J. 38: 54-68 (July) 1949. 
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attacks. When these measures fail to give sufficient relief, 
and if shock is not present, the removal of 250 to 500 cc. 
of blood by venesection or the application of tourniquets 
to the four extremities may be strikingly beneficial. These 
measures should not be employed, however, in the pres- 
ence of shock, for in this state venous return to the heart 
already is reduced and the circulating blood volume often 
is decreased. Left ventricular failure is a definite indica- 
tion for the administration of digitalis. The theoretical 
objections to its use in the presence of acute myocardial 
infarction have not been substantiated by clinical expe- 
rience. Digitalization is usually accomplished by the oral 
route, but when acute pulmonary edema develops, a suit- 
able preparation, such as lanatoside C, should be given in 
proper amounts by intravenous injection. It is essential, 
of course, to ascertain beforehand that the latter patients 
have not received digitalis during the preceding two 
weeks. 

Congestive Heart Failure.—Although myocardial fail- 
ure of the combined right and left ventricular type sel- 
dom occurs immediately after acute infarction, it often 
develops within a few days or weeks. The clinical mani- 
festations and treatment do not differ from those of 
decompensation due to other forms of heart disease. 

Disturbances of Cardiac Rhythm.—Disturbances of 
cardiac rhythm are common during the first few days 
after onset of myocardial infarction. Premature beats, 
usually of ventricular origin, are observed in many 
patients, and when few in number, they are of no impor- 
tance. Their occurrence at frequent intervals is occasion- 
ally a precursor of ventricular paroxysmal tachycardia. 
This arrhythmia, in turn, may be responsible for the 
development of congestive heart failure, acute pulmonary 
edema, or peripheral circulatory collapse. At times, also, 
it may be a forerunner of fatal ventricular fibrillation. 

Frequent premature beats are treated by the oral ad- 
ministration of quinidine sulfate, 0.2 to 0.4 gm., or 
procaine amide (“pronestyl”) hydrochloride, 0.25 to 
0.5 gm., every four to six hours. The development of 
ventricular tachycardia calls for administration of larger 
doses of either preparation at more frequent intervals or, 
if the patient is critically ill, for intravenous administra- 
tion. Next to premature beats, the commonest arrhythmia 
encountered in myocardial infarction is auricular fibrilla- 
tion. This usually is of the paroxysmal variety and usually 
lasts for only a few hours or days. The treatment of choice 
consists of rapid digitalization by the oral route, care 
being taken to avoid overdosage. Auriculoventricular 
block is a rather common complication of acute myo- 
cardial infarction and may be of any degree, from simple 
prolongation of auriculoventricular conduction time to 
complete dissociation of the auricles and ventricles. The 


2. Nay, R. M., and Barnes, A. R.: Incidence of Embolic or Throm- 
botic Processes During Immediate Convalescence from Acute Myocardial 
Infarction, Am. Heart J. 30: 65-76 (July) 1945. 

3. Bean, W. B.; Flamm, G. W., and Sapadin, A.: Hemiplegia At- 
tending Acute Myocardial Infarction, Am. J. Med. %:765-771 (Dec.) 
1949. 

4. Wright, I. S.; Marple, C. D., and Beck, D. F.: Report of the 
Committee for the Evaluation of Anticoagulants in the Treatment of 
Coronary Thrombosis with Myocardial Infarction (Progress Report on 
Statistical Analysis of First 800 Cases Studied by This Committee), J. A. 
M. A. 138:1074-1079 (Dec. 11) 1948. 

5. Russek, H. I., and others: Indications for Bishydroxycoumarin 
(Dicumarol) in Acute Myocardial Infarction, Circulation 5:707-711 (May) 
1952. 


J.A.M.A., Nov. 15, 195) 


higher grades of block, especially complete auricu oven. 
tricular dissociation, are complicated occasionally by the 
Adams-Stokes syndrome. Although this condition may 
cause sudden death, the seizures usually are of such 
short duration that no treatment is required. The attacks 
are apt to recur, however, and for their prevention the 
most helpful drugs are epinephrine given by intramys- 
cular injection and ephedrine or hydroxyamphetamine 
(paredrine*) hydrobromide given by mouth. 


Thromboembolism. — Thromboembolic phenomena. 
consisting of further myocardial infarction or occlusion 
of an artery in the pulmonary or systemic circulation. 
complicate convalescence in about 35% of all cases of 
acute myocardial infarction and usually occur within the 
first three weeks after the onset of the illness. In Nay and 
Barnes * series of 100 consecutive cases of acute infarc- 
tion there were 15 in which a second infarction occurred, 
A second infarct may be due to propagation centrally 
of a thrombus that caused the original attack or it may 
involve an entirely different area of the myocardium, 
secondary either to thrombosis of an artery in that region 
or to prolonged myocardial anoxia without coronary 
occlusion. Mural thrombi are found within the ventricles 
in about 50% of all patients with myocardial infarction 
examined at autopsy. Except in those instances in which 
the infarction involves the interventricular septum or in 
which there has been prolonged congestive failure, the 
thrombi are situated only in the left ventricle. In this 
location they are a common source of emboli to the sys- 
temic arterial circulation. It should be noted, however. 
that occlusion of a peripheral artery after myocardial 
infarction also may result from local thrombus formation 
instead of embolic obstruction. Increased coagulability 
of the blood, decreased arterial blood pressure, and 
diminished velocity of blood flow probably are the most 
important factors favoring such an occurrence. Pulmo- 
nary embolism is a common complication of myocardial 
infarction, but the emboli usually arise from thrombi in 
the veins of the legs rather than from mural thrombi in 
the right side of the heart. Inactivity of the extremities, 
slowing of blood flow, and increased coagulability of the 
blood appear to be responsible for the development of 
the venous thrombi. Bean, Flamm, and Sapadin * have 
pointed out that in a few patients hemiplegia develops 
coincidently with or shortly after myocardial infarction. 
This is not the result of cerebral hemorrhage, embolism, 
or thrombosis but is due to localized cerebral anoxia 
secondary to the shock-like state of acute infarction. 
Cerebral arteriosclerosis is a prerequisite for its occur- 
rence. If the shock is not prolonged, the neurological 
changes may clear rapidly and completely. 

Extensive investigation‘ has shown the value of 
bishydroxycoumarin (dicumarol”) and similar drugs in 
reducing the frequency of occurrence of thromboembolic 
complications, and these preparations are now widel; 
employed. Evidence is accumulating, however, that their 
administration may be essential only in the more seriously 
ill patient.* It is possible, furthermore, that the routine 
use of elastic stockings and a program of early passive 
and active movements of the legs would lower the inci- 
dence of phlebothrombosis and pulmonary embolism 
and thereby still further reduce the need for anticoagu- 
lant therapy. The drugs should not be employed unless 
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1- facilities are available for making reliable measurements 
le of the prothrombin time of the blood, and they should 
y not be given to patients who have hepatic insufficiency 
h or a blood dyscrasia with hemorrhagic tendencies. 
cS Rupture of the Ventricle-—Rupture of the ventricle 
le is the cause of death in about 10% of all patients who 
> die within the first three weeks after onset of acute myo- 
, cardial infarction. It occurs most frequently during the 
first two weeks of the illness, usually in the form of an 
a, irregular line of dissection toward or at the periphery of 
mn the infarct (fig. 1). Death almost always is sudden, but, 
n, in exceptional instances, it may be delayed for several 
of hours. Two factors that appear to favor the development 
le of rupture are continued physical activity on the part 
\d of the patient * and the persistence of hypertension after 
infarction.’ 
d. Perforation of the Interventricular Septum.—Perfora- 
ly tion of the interventricular septum is an unusual compli- 
y cation of myocardial infarction but one of considerable 
n, interest, because it can be diagnosed accurately. Patients 
2 often live for several days or weeks after its occurrence, 
ry and in one recorded case there was survival for nearly five 
eS years. As in rupture of the ventricle, perforation of the 
7 septum most commonly takes place during the first two 
h weeks of the illness. Its development is signalized by the 
. sudden onset of severe dyspnea, with or without sub- 
© sternal pain, and the appearance of a loud, harsh systolic 
is murmur along the lower left sternal border, almost in- 
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“4 Fig. 1.—Specimen of heart of 66-year-old man in whom rupture of left 
ly Yentricle Occurred four days after onset of acute myocardial infarction. 
ir There were 250 cc. of blood in the pericardial cavity; the blood pressure 
' after infarction was 120/96 mm. Hg. 

sf variably accompanied by a systolic thrill. Symptoms of 
° shock and progressive right ventricular failure complete 
- the picture. 

m 


Rupture of a Papillary Muscle.-—Rupture of a papil- 
lary muscle secondary to myocardial infarction occurs 
rarely but can be diagnosed in patients who do not die 
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suddenly.* Characteristically, within the first two weeks 
of the illness, there is an abrupt onset of dyspnea and 
intractable pulmonary edema. A loud systolic murmur 
appears over the mitral area, but there is no thrill. The 
symptoms and signs are due to the sudden development 


4 


Fig. 2.—Roentgenogram of 68-year-old man, showing calcium in healed 
myocardial infarct seven and one-haif years after the acute attack; there 
was electrocardiographic evidence of remote anterolateral infarction. 


of free mitral regurgitation in the presence of recent 
severe damage to the left ventricular myocardium. The 
condition usually proves fatal within a few hours. 


SEQUELAE 


The commonest sequelae of acute myocardial infarc- 
tion are angina pectoris, periarthritis of the shoulder, 
with or without the shoulder-hand syndrome, deposition 
of calcium in the area of infarction, aneurysm of the ven- 
tricle, permanent reduction in myocardial reserve, and 
anxiety states focused on the heart. Of these, angina 
pectoris is by far the commonest. Many patients who did 
not have angina pectoris before infarction and most of 
those who had antecedent angina experience typical 
attacks after they have completed the period of rest and 
have resumed variable degrees of activity. 


Periarthritis of the Shoulder and the Shoulder-Hand 
Syndrome.—lIn about 15% of all patients with myocar- 
dial infarction, periarthritis of one or both shoulders 
develops within a few weeks after the onset of the attack. 
An associated painful disability of the hand and wrist 
occurs in about one-third of these, to complete the pic- 
ture of the shoulder-hand syndrome. The pain in the 
shoulder may be mild or severe, often lasts for several 
weeks or months, and is increased by use of the arm but 


6. Jetter, W. W., and White, P. D.: Rupture of the Heart in Patients 
in Mental Institutions, Ann. Int. Med. 21:783-802 (Nov.) 1944. 

7. Edmondson, H. A., and Hoxie, H. J.: Hypertension and Cardiac 
Rupture: Clinical and Pathologic Study of 72 Cases, in 13 of Which 
Rupture of Interventricular Septum Occurred, Am. Heart J. 24: 719-733 
(Dec.) 1942. 

8. Schwartz, H., and Canelli, F. R.: Spontaneous Rupture of Papillary 
Muscle of the Left Ventricle, Am. Heart J. 40:354-362 (Sept ) 1950. 
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not by walking. Examination reveals limitation of move- 
ment and tenderness about the joint or over the lateral 
aspect of the upper arm. The cause of the condition is not 
known. Boas and Levy ° suggest two possibilities: (a) 
that radiation of the pain of angina pectoris to a shoulder 
that is already the site of subclinical periarthritis may, by 
summation, induce the painful discomfort; or (b) that 
afferent pain impulses from the heart may lead to sensi- 
tization of the neurones the fibers of which make up the 
brachial plexus. Regardless of the primary cause, disuse 
of the shoulder and protective tension of the shoulder 
muscles appear to be important contributory factors.'° 
The changes in the hand and wrist probably are the result 
of trophic disturbances produced by vasomotor impulses 
arising in the painful shoulder. 

There is a practical reason why the occurrence of peri- 
arthritis of the shoulder as a sequel to myocardial infarc- 
tion is deserving of emphasis. When the pain first de- 
velops, many patients immediately assume that it is 
indicative of some further injury to the heart. The phy- 
sician therefore is consulted in alarm, and it is important 
that he be able to interpret the symptoms correctly. In 
milder instances of periarthritis, gradual relief is obtained 

-by the local application of heat, massage followed by pas- 
sive and active movements, and the peroral use of anal- 


Fig. 3.—Specimen of heart of 76-year-old man, showing aneurysm of 
apex of left ventricle six weeks after acute myocardial infarction; the 
aneurysm is filled with organized blood clot to an average thickness of 
2 cm.; the ventricular wall beneath the organized clot is 1 to 2 mm. 


thick. 


gesics. In severe cases hospitalization may be necessary 
for intermittent traction of the arm. Injection of the stel- 
late ganglion with procaine hydrochloride often results 
in prompt initiation of improvement. 


9. Boas, E. P., and Levy, H.: Extracardiac Determinants of Site and 
Radiation of Pain in Angina Pectoris with Special Reference to Shoulder 
Pain, Am. Heart J. 14: 540-554 (Nov.) 1937. 

10. Ernstene, A. C., and Kinell, J.: Pain in the Shoulder as a Sequel 
to Myocardial Infarction, Arch. Int. Med. 66: 800-806 (Oct.) 1940. 

11. Parkinson, J.; Bedford, D. E., and Thomson, W. A. R.: Cardiac 
Aneurysm, Quart. J. Med. 7: 455-478 (July) 1938. 
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Deposition of Calcium.—With the passage of time, 
plaques of calcium may form in the scar of a myocardia| 
infarct (fig. 2). These are recognizable on roentgenologic 
or fluoroscopic examination and occasionally are large. 
At times it may be difficult to be certain that the calcified 
area is in the myocardium and not the pericardium. The 
clinical history and the presence of electrocardiographic 
evidence of former infarction are of value in the differen. 
tial diagnosis. Although patients who have extensive 
myocardial calcification may live for many years and 
experience few or no symptoms referable to the heart, 


Fig. 4.—Roentgenogram of 66-year-old man, showing aneurysm of 
posterolateral aspect of left ventricle; acute myocardial infarction occurred 
10 years earlier. 


fatal congestive failure or further myocardial infarction 
ultimately occurs in the majority of them. 

Aneurysm of the Left Ventricle-—Aneurysm of the 
left ventricle (fig. 3) is found at postmortem examination 
in about 9% of all cases of myocardial infarction in 
which the patient does not die soon after the onset of the 
attack.’! With each systolic contraction of the heart, the 
noncontractile tissue of 2 fresh infarct is subjected to the 
force of intraventricular pressure, and within a few days 
or weeks, a distinct outward bulge may develop. The 
aneurysm can be identified by fluoroscopic examination 
and in roentgenograms (fig. 4) taken at an appropriate 
angle. Eventually, calcium may be deposited in its wall. 
It is to be emphasized that, once the infarct is completely 
healed, a ventricular aneurysm is not attended by the 
danger of rupture and is compatible with several yeas 
of life. 

Permanent Reduction in Myocardial Reserve.—Pet- 
manent reduction in myocardial reserve is a common 
residual condition of infarction of the heart. Mild or 
moderate physical activity causes shortness of breath, 
and there may be occasional attacks of paroxysmal noc- 
turnal dyspnea. Gradual progression to congestive failure 
occurs in many persons, and in others decompensation 
develops abruptly after unusual exertion or an acute It 


0S’ 


mini 
cillin 
prior 
The 


7 
fect 
digi 
failt 
hea 
. 
infa 
Mat 
dire 
nec 
per 
for 

— out 

cock 

po 

secc 
unu 
Esc! 
A 
Ad 
The 
didy: 
ches 
bloo 


Vol. 150, No. 11 


fection. Restriction of activities, the administration of 
digitalis and diuretic drugs, and reduction of the sodium 
content of the diet may postpone the development of 
failure for a long period. 

Cardiac Neurosis.—An anxiety state focused on the 
heart has been a far too common sequel of myocardial 
infarction and has caused much permanent invalidism. 
Many patients undoubtedly have remained disabled as a 
direct result of the sense of insecurity generated by un- 
necessarily strict rest in bed and a too prolonged period 
of convalescence. Levine '* has shown that after the 
period of shock is past in acute infarction, the patient 
may safely be permitted to sit in a chair at the bedside 
for as long each day as he desires. The patient should be 
helped in and out of bed, however, and should be allowed 
no other privileges, except for the use of the commode at 
the bedside. The length of time this program is carried 
out before allowing him to walk again is determined by 
the severity of the attack. Most persons can be granted 
gradually increasing activity after six weeks, and, in the 
absence of angina pectoris and myocardial insufficiency, 
can be permitted to return to some form of work at the 
end of three months. The degree of activity allowed 
should be governed principally by the presence or ab- 
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sence of symptoms referable to the heart and not by the 
size of the heart or the findings in the electrocardiogram. 
Enlightened treatment of this type should aid in prevent- 
ing cardiac neurosis and should bring about a reduction 
in the number of persons who fail to return to their 
former occupations. 

SUMMARY 


The most important complications of acute myocardial 
infarction, i. e., shock, acute left ventricular failure, con- 
gestive heart failure, disturbances of cardiac rhythm, 
thromboembolism, rupture of the ventricle, perforation 
of the interventricular septum, and rupture of a papillary 
muscle are discussed. The most common sequelae, i. e., 
angina pectoris, periarthritis of the shoulder, with or 
without the shoulder-hand syndrome, deposition of cal- 
cium in the area of infarction, aneurysm of the ventricle, 
permanent reduction in myocardial reserve, and cardiac 
neurosis are reviewed. The clinical features of these com- 
plications and sequelae are summarized, and the preven- 
tion or treatment of those for which prophylactic or 
therapeutic measures are available is mentioned. 


2020 E. 93rd St. (6). 


12. Levine, S. A.: The Myth of Strict Bed Rest in the Treatment of 
Heart Disease, Am. Heart J. 42:406-413 (Sept.) 1951. 


OSTEOMYELITIS OF THE LUMBAR VERTEBRAE DUE TO ESCHERICHIA COLI 


COMPLICATION OF ACUTE SUPPURATIVE PNEUMONIA 


Alan Herfort, M.D., White Plains, N. Y. 


Metastatic osteomyelitis of the spine is a rare disease. 
The few reports in the American literature on this dis- 
ease implicate the urinary tract as the primary focus of 
infection, while Turner * in England mentioned skin 
and throat infections as primary sources. The isolated 
organisms in Kusunoki’s group of six cases of osteomye- 
litis secondary to urinary tract disease were Staphylo- 
coccus aureus in two cases, an unspecified type of 
Staphylococcus in one case, Proteus vulgaris in one case, 
and no isolated organisms in the other two cases. Adler- 
man and Duff isolated P. vulgaris in their case. Only in 
the case of Hurwitz and Albertson was Escherichia coli 
found as the causative organism. This present report is 
another case of osteomyelitis of the spine due to infection 
with Esch. coli. However, it is the first case to be re- 
ported, to my knowledge, in which the condition was 
secondary to acute suppurative pneumonia. The other 
unusual feature in this case is the good possibility that 
Esch. coli was the causative pathogen in the pneumonia. 


REPORT OF A CASE 


A 4l-year-old Negro was admitted to the Bronx Veterans 
Administration Hospital for the second time on Sept. 27, 1951. 
The first admission was in August, 1950, for a right-sided epi- 
didymitis of unknown cause. 

There was a four-day history of malaise, weakness, right-sided 
chest pain, and a cough productive of copious amounts of frankly 
bloody mucoid sputum. The patient’s local physician had ad- 
ministered one injection of penicillin and had prescribed peni- 
cillin-sulfonamide tablets, two every four hours, in the four days 
Prior to admission. The dose of these medicaments is not known. 
The patient came to the outpatient service, where a roentgeno- 


gram of the chest revealed pneumonia involving all three lobes 
of the right lung; he was then admitted to the chest service. 

The patient stated that he drank whiskey, although not in 
excess, and had had a weight loss of 30 Ib. (13.6 kg.) without 
symptoms in the six months prior to admission. On admission, 
the temperature was 101.6 F, pulse rate 120, respirations 30, 
and blood pressure 120/62. The patient was well developed but 
thin and appeared acutely ill. Physical examination showed: (1) 
moderate injection of the pharynx; (2) dulness to percussion 
with bronchial breath sounds over the right posterior and right 
lateral portions of the chest, with fine moist inspiratory rales over 
the lower right anterolateral portion; the left lung was clear ex- 
cept for a few fine moist inspiratory rales at the base; (3) a small 
reducible umbilical hernia; (4) thickened right epididymis, and a 
left varicocelectomy scar; and (5) mild cyanosis of the nail beds, 
without clubbing. 

A direct smear of the sputum, on admission, was negative 
for acid-fast bacilli but did show many large, fat, gram-nega- 
tive rods with a surrounding halo, in addition to staphylococci 
and streptococci. On Sept. 27, the red blood cell count was 
4,200,000, hemoglobin 14.4 gm. per 100 cc., and white blood cell 
count 9,600 with 18% band cells, 65% segmented neutrophils, 
11% lymphocytes, 5% monocytes, and 1% eosinophils. A roent- 
genogram of the chest on this same date revealed extensive pneu- 
monia, involving the entire right lung with a minimal pleural 
effusion in the right costophrenic angle; the left lung was clear, 
and the heart and great vessels were within normal limits (fig. 1). 


From the Medical Service, Veterans Administration Hospital, Bronx. 

1. Hurwitz, A., and Albertson, H. A.: Cervical Osteomyelitis and 
Urinary-Tract Infection Caused by Escherichia Coli, New England J. Med. 
243: 562-563 (Oct. 12) 1950. Adlerman, E. J., and Duff, J.: Osteomyelitis 
of Cervical Vertebras as a Complication of Urinary Tract Disease: Proteus 
Bacteremia Treated with Neomycin, J. A. M. A. 148: 283-285 (Jan. 26) 
1952. 

2. Turner, P.: Acute Infective Osteomyelitis of Spine, Brit. J. Surg. 
26: 71-85 (July) 1938. 
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In view of the sputum findings and the toxic state of the 
patient, it was decided to treat the condition as possible Fried- 
lander’s pneumonia. He was given 100,000 units of crystalline 
penicillin every three hours and | gm. of streptomycin twice a 
day. However, the temperature remained elevated, varying be- 
tween 100 and 103 F. Culture of the admission sputum showed 
predominantly Esch. coli, with a few beta hemolytic strepto- 
cocci and a few nonhemolytic Staphylococcus albus organisms. 
Klebsiella pneumoniae was not isolated. The sputum became 
frankiy purulent on about the fifth hospital day. On Oct. 3 the 
white blood cell count had increased to 22,400, with 11% band 
cells, 71% segmented neutrophils, 9% lymphocytes, 5% mono- 
cytes, and 4% metamyelocytes. Urinalysis on this same date 
revealed a specific gravity of 1.010, a trace of albumin, and, 
on microscopic examination, 3 to 5 white blood cells per high 
power field. 


Fig. 1.—Anteroposterior view of the chest, revealing pneumonia with a 
minimal pleural effusion on the right. 


On Oct. 4, after seven days of combined penicillin and strep- 
tomycin therapy, the streptomycin therapy was discontinued and 
chloramphenicol, 250 mg. four times a day, was given. A gradual 
fall in temperature followed. There was a concomitant diminu- 
tion in the cough and sputum production and a gradual clear- 
ing of the signs of pneumonia. On Oct. 8 a right thoracentesis 
was performed, and 150 cc. of clear, yellow pleural fluid was 
removed. This fluid had a specific gravity of 1.013. with 350 
white blood ceils per cubic millimeter, 88% of which were seg- 
mented neutrophils. The fluid was sterile on culture. By Oct. 
10 the temperature had dropped to below 100 F:; it remained 
unchanged until Oct. 22, when treatment with both antibiotics 
was discontinued. All physical signs in the chest had cleared by 
this date, and serial roentgenograms of the chest revealed clear- 


3. Waisbren, B. A.: Bacteremia Due to Gram-Negative Bacilli Other 
Than Salmonella: A Clinical and Therapeutic Study, Arch. Int. Med. 
88: 467-488 (Oct.) 1951. 
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ing of the pneumonic process and also of a right, POsierior, 
loculated pleural effusion, which had developed during the course 
of the pneumonia. The patient felt well except for some mild 
aching in the right posterior portion of the hip and low back 
region, of which he had complained intermittently since Oct. 
8. On Oct. 25, three days after antibiotic therapy was discon. 
tinued, the temperature began to rise steadily, reaching 103 F 
on Oct. 29. The patient reported a marked increase in the severity 
of the low back pain. No cause for this back pain could be 
found. Chloramphenicol therapy, 500 mg. four times a day, 
was resumed on Oct. 29, and procaine penicillin, 600,000 units 
daily, was added on Nov. 2. At this time, a urinalysis revealed 
albuminuria (1+) and numerous white blood cells per high 
power field on microscopic examination; urine culture revealed 
a nonhemolytic Staph. albus. The urinary tract was not believed 
to be the source of the recurrence of fever or of the back pain, 
A repeat blood cell count showed 3,100,000 red blood cells, 13 
gm. of hemoglobin per 100 cc., and 10,600 white blood cells, 
with 2% band cells, 77% segmented neutrophils, 15% lympho- 
cytes, and 6% monocytes. 


In spite of the reinstitution of treatment with chloramphenicol 
and penicillin, the temperature continued to show daily peaks 
of 103 to 104 F. The low back pain became so severe that the 
patient was unable to move in bed. Physical examination re- 
vealed a rigidity of the cervical as well as the lumbar portions 
of the spine. There was no point tenderness along the spine, and 
there were negative Kernig and Brudzinski signs. On Nov. 5 
the patient had a severe shaking chill with a subsequent rise in 
temperature from 100 to 104 F within 10 minutes. A total of 
six malaria smears and six blood cultures, done between Nov. 
5 and Nov. 14, were negative. Results of all agglutination and 
complement fixation studies (typhoid H and O, paratyphoid 
A and B, Proteus OXK and OX19, Brucella, and influenza) 
were within normal limits or were negative. A_ tuberculin 
intradermal test with purified protein derivative was positive 
(2+) with 0.005 mg. (second strength) in 48 hours. The result 
of the serologic test for syphilis (VDRL microflocculation) was 
negative. One stool culture failed to reveal any enteric bacterial 
pathogens. The serum calcium level was 9.6 mg. per 100 cc. 
and serum phosphorus 6.6 mg. per 100 cc.; alkaline phosphatase 
was 6.3 Shinowara units. Two sputum cultures and five urine 
cultures were negative for acid-fast bacilli. 


The febrile course had gradually subsided by Nov. 10, and 
from that date to the end of hospitalization the temperature 
never rose over 100 F. All antibiotic therapy was discontinued 
on Nov. 14. During this time, the low back pain diminished but 
never completely disappeared. Serial roentgenograms of the lum- 
bar part of the spine were taken approximately every 10 days 
beginning Oct. 15. On Nov. 19, more than one month after the 
onset of the low back pain, a lytic lesion involving the left antero- 
lateral inferior surface of the body of the third lumbar vertebra 
and extending to the adjacent articular surface of the fourth 
lumbar vertebra, with early bony bridging, was noted and diag- 
nosed as osteomyelitis (fig. 2). 


Chloramphenicol therapy, 750 mg. four times a day, was re- 
sumed again on Nov. 30, and on Dec. 11 a paravertebral needle 
aspiration of the osteomyelitic abscess was done. A small amount 
of frank pus was obtained and a pure growth of Esch. coli cul- 
tured. Sensitivity studies of this organism revealed pronounced 
sensitivity to chloramphenicol, moderate sensitivity to terramy- 
cin, slight sensitivity to streptomycin, and resistance to peni- 
cillin and to aureomycin. The patient was placed in a bivalved 
plaster jacket, and bed rest and chloramphenicol therapy were 
continued. Subsequent lumbar spine roentgenograms showed 
further bony bridging with some decrease in the size of the 
osteomyelitic abscess. The chloramphenicol therapy, with the 
dosage decreased to 500 mg. four times a day on Dec. 26, was 
discontinued on Jan. 29, 1952, and the patient became ambulant 
in the plaster jacket on Jan. 21. The plaster jacket was replaced 
by a steel back brace, and the patient was discharged asympto- 
matic on Feb. 1, to be followed in the orthopedic follow-up 
clinic. 
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COMMENT 


The occurrence of Esch. coli in the sputum and subse- 
quently in the osteomyelitic abscess would seem to indi- 
cate that the severe suppurative pneumonia was the pri- 
mary focus of the Esch. coli infection and the source of 
the hemic metastasis to the lumbar vertebrae. Waisbren,° 
ina review of Esch. coli bacteremia among other gram- 
negative bacteremias, cited Jacob’s series (1909) of 39 
cases and Felty and Keefer’s series (1924) of 25 cases 
and added 10 cases of his own. In these series, the urinary 
tract, biliary tract, gastrointestinal tract, and female geni- 
tal tract, but not the respiratory tract, are listed as portals 
of entry. In view of this case, the lungs should be added 
as a possible, but rare, source of bacteremia due to Esch. 
coli. 

The question of a primary Esch. coli pneumonia arises 
in this case when the admission sputum culture of pre- 
dominantly Esch. coli is considered. However, the pa- 
tient received an unknown amount of penicillin paren- 
terally and penicillin-sulfonamide tablets orally for the 
four days prior to admission. Ory and co-workers * 
studied the effect of penicillin on the sputum flora in 26 
cases of pneumococcic pneumonia treated with this anti- 
biotic; in 21 of the 26, gram-negative organisms were 
cultured during the course of therapy. These were pre- 
dominantly H. influenzae. In one case Friedlancer’s ba- 
cillus, type A, was found. In addition to this study, Love- 
lock has frequently noted Esch. coli in the sputum of pa- 
tients with pneumonia after treatment with penicillin.’ It, 
therefore, cannot be categorically stated that Esch. coli 
was the primary rather than a secondary invader in this 
case. On the other hand, the isolation of this organism at 
the height of the acute pneumonia, when there had been 
no apparent clinical response to prior penicillin and 
penicillin-sulfonamide therapy, makes it extremely likely 
that in this case of pneumonia the primary invader was 
Esch. coli. Acute pneumonias due to enteric bacteria, 
other than K. pneumoniae, are very rare. In the case 
reported by Kraft,° a paracolon bacillus, namely, Para- 
colobactrum coliforme, was isolated from the blood and 
sputum ante mortem and from the lung post mortem. 
One of the presenting symptoms in this case was the 
production of large amounts of rusty sputum. Similarly 
copious quantities of frankly bloody mucoid sputum are 
characteristic of pneumonia due to Friedlinder’s bacillus, 
and the presence of this type of sputum in the case re- 
ported here did suggest Friedlander’s pneumonia. The 
isolation of predominantly Esch. coli in the sputum in 
this case, rather than K. pneumoniae, leads to the specu- 
lation that copious frankly bloody mucoid sputum, 
which is unusual in other types of pneumonia, may be a 
common finding in pneumonia caused by the enteric 
bacteria. For these reasons, in addition to the fact that 
the strain of Esch. coli isolated in the sputum was defi- 
nitely pathogenic in view of the subsequent complication 
of osteomyelitis, it is felt that this was a case of acute 
suppurative pneumonia due to Esch. coli. 

The course of events resulting in the osteomyelitis is 
hot difficult to visualize. Bacteremia is a frequent occur- 
rence in many cases of acute pneumonia, especially when 
the disease is caused by pneumococci and K. pneu- 
moniae. In this case, there was hemic metastasis from 
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the lung to the spine. The reason for localization in the 
lumbar vertebrae is not apparent. There can, however, 
be no dispute about the agent causing the osteomyelitis. 
The course of the osteomyelitis, with bony bridging 
being noted within one and a half months after the onset 
of localizing symptoms, accords with Guri’s * description 
of pyogenic osteomyelitis of the spine. He noted that 
reactive bone formation can occur as early as one to 
three months after the onset of symptoms and may be 
severe, in contradistinction to observations in cases of 
tuberculous osteomyelitis, in which such reactive bone 
formation is minimal and late, if present at all. Prior to 
the isolation of Esch. coli in the aspirated pus from the 
osteomyelitic abscess, tuberculous osteomyelitis was 
considered as a differential diagnosis in this case. 

The occurrence of pulmonary disease and vertebral 
osteomyelitis has been reported many times. However, 
in all the cases reported the thoracic spine was involved 
with direct extension into the mediastinum, pleural 
spaces, and even into the lung parenchyma. Solomon 
and Bachman * have reviewed these cases and added 


Fig. 2.—A, left lateral view of the lumbar part of the spine, revealing 
the osteomyelitic abscess (see arrows). B, right oblique view of the lumbar 
part of the spine, revealing the osteomyelitic abscess with bony bridging 
(see arrows). 


a case of their own. Their patient had an apparently 
primary pulmonary infection with various differential 
diagnoses: bronchiectasis, resolving pneumonia, tuber- 
culosis, and pulmonary neoplasm. Roentgen evidence 
of pyogenic osteomyelitis, with destruction of the first to 
the seventh dorsal vertebrae, did not become apparent 
until seven months after the onset of symptoms. Esch. 
coli and aerobacter aerogenes (Bacillus lactis aerogenes ) 
were isolated from the pus aspirated from the osteomye- 
litic abscess. This case was reported as one of primary 
pyogenic osteomyelitis of the dorsal spine with secondary 
pulmonary involvement by direct extension, resulting 
in mediastinitis, and empyema with a bronchopleural 


4. Ory, E. M., and others: Bacteriologic Studies of Sputum in Patients 
with Pneumococcal Pneumonia Treated with Penicillin, J. Lab. & Clin. 
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5. Lovelock, F. J.: Personal communication to the author. 

6. Kraft, J. R.: Paracolon Pneumonia: Report of a Case, Am. J. Clin. 
Path. 21: 666-671 (July) 1951. 

7. Guri, J. P.: Pyogenic Osteomyelitis of Spine: Differential Diagnosis 
Through Clinical and Roentgenographic Observations, J. Bone & Joint 
Surg. 28: 29-39 (Jan.) 1946. 

8. Solomon, H. A., and Bachman, A. L.: Pyogenic Osteomyelitis of 
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those reviewed was primary osteomyelitis with secondary A case of osteomyelitis of the lumbar vertebrae dye oa 
pulmonary complications caused by direct extension, the to Escherichia coli as a complication of an acute sup. In th 
relationship, in the case reported here, was that of pri- purative pneumonia is reported. The possibility that the treate 
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Diverticula of the esophagus are encountered with in- diverticulum. Although the cause of the condition has not the e 
creasing frequency in recent years primarily because of been clearly established, certain anatomic and physio- 
the increased employment of roentgenologic studies of logical factors have been considered significant in the 
the gastrointestinal tract as part of a more thorough ex- pathogenesis. Presumably a point of weakness exists in 
amination of patients. In some instances the diverticulum the musculature of the gut wall posteriorly between the 
is symptomatically silent; in others, it may be the cause oblique fibers of the inferior constrictor of the pharynx 
of mild symptoms unrelated to those for which the pa- and the circular muscle stratum of the upper esophagus. 
tient has sought medical care. In a certain number, how- As a result of periodic increase in intraluminal pressure 
ever, the diverticulum is incriminable as the direct cause and possibly incoordination of the contraction and re- 
of the patient’s malady. laxation of the sphincter mechanism during deglutition, a 
The earliest reference to either pharyngeal or eso- true herniation of mucosa, muscularis mucosae, and sub- 
phageal diverticulum was in a letter written by Ludlow mucosa occurs. This pulsion diverticulum, because of the 
of Bristol (England) to William Hunter in 1764.' The absence of the muscular investing coat, is in fact a false 
specimen about which the letter was written is still pre- diverticulum. In its earliest stages it may appear from the 
served in the Hunterian museum at Glasgow (Scotland). luminal aspect as a simple point of depression on the 
In 1816 Sir Charles Bell described in his volume of sur- posterior wall of the alimentary tube. As it enlarges, it be- 
gical observations a “praeternatural bag formed by the comes elongated and pearshaped, extending downward 
membrane of the pharynx.” * The first systematic study behind and usually to the left of the esophagus with dis- 
of the condition, however, was made in 1840 by Roki- tortion, angulation, and partial obstruction of the eso- 
tansky, who recognized differences in the pathogenesis of phagus distal to the opening of the pouch (fig. 1). If the 
various forms of diverticula of the esophagus and classi- progress of its development is uninterrupted either thera- 
fied them as traction or pressure diverticula depending peutically or by death of the patient, it may attain a very 
upon his concept of their origin.* Later (1877) Zenker large size (fig. 2). Symptoms of progressive dysphagia, 
and Von Ziemssen ‘ reported a carefully studied series of regurgitation with intermittent tracheal spillage, and con- 
27 cases examined postmortem, 5 of which were per- sequent pneumonitis increase in severity in direct pro- 
sonally observed and th> remainder collected from the portion to the size of the sac. This type of diverticulum 

literature. These authors correlated the patient’s symp- occurs approximately 30 times more frequently than tt: 

toms with the pathological findings, thereby firmly estab- supradiaphragmatic pulsion diverticulum.°® wae 

lishing the clinicopathological picture as an organic en- Surgical treatment of pharyngoesophageal diverticu- o— 

tity. Little fundamental knowledge about the disease has lum is believed to have been first proposed by Sir Charles The in 

been added since, except in regard to therapy. Bell,? who suggested the establishment of an external imo di 
fistula as a means of emptying the sac. Carl Nicoladoni ‘ 

PEARTNGOESOPHAGEAL DEVERTICULA of Vienna, however, was the first to actually carry out esopt 

Whereas diverticula of the esophagus may be en- Bell’s suggestion, in 1877, the patient dying of pnev- sult 1 

countered at any level and at any point on the esophageal monia six days after operation. succe 

circumference, there are three sites that for varying rea- Surgical excision was first recommended by Kluge‘ fied | 

sons are most likely to be their point of origin. The com- in 1850 and carried out by Niehans * in 1844. His pa- me 

monest and uppermost site of origin is at the pharyngo- tient had a goiter as well as a diverticulum. The goiter , he 

esophageal junction. For this reason this type has been was removed to ascertain what effect it would have on se 

more commonly referred to as a pharyngoesophageal the patient’s symptoms. After it became apparent that his al 

= dysphagia was not relieved, the diverticulum was excised. Ross 

omitted from Tae JOUxNat and will appear in the authors’ reprints, «Unfortunately, the patient died of hemorrhage from the versic 

Read before the Section on Surgery, General and Abdominal, at the superior thyroid artery on the 24th postoperative day. In these 

1886 Wheeler of Dublin performed the first success- into 

From the Department of Surgery, Baylor University College of Medi- ful surgical excision, and soon thereafter (1892) Von sac W 
cine, and the surgical services of the Jefferson Davis, Veterans Adminis- 10 " 

tration, and Methodist hospitals. Bergmann '° reported a second successful one-stage ¢x On th 
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cision of a pharyngoesophageal diverticulum. In his pa- 
tient a fistula developed that lasted several months. 
In the same year Kocher *? reported two additional cases 
treated similarly. Only one of these was complicated by 
the persistence of fistula for a period of time. Other re- 
ports '* soon followed, and during the next decade, an in- 
creasing number of cases was reported. By 1910, when 
Stetten '* reviewed the literature on the subject, the mor- 
tality in a group of 48 patients in whom this one-stage 
operation was performed was 18.7%. Because of this 
high mortality and morbidity, resulting primarily from 
infection, various operative procedures were devised with 
the purpose of diminishing or eliminating the develop- 
ment of infection. 

In 1896 Girard ** proposed and applied the technique 
of invagination of the diverticulum with its inversion into 
the esophageal lumen (fig. 3A ). The muscular wall of the 


Fig. 1.—Lateral roentgenogram of cervicothoracic region following 
ingestion of barium, showing pharyngoesophageal diverticulum extending 
downward and behind esophagus. It may be observed that lumen of 
esophagus above diverticulum is directed toward opening of diverticulum. 
The ingested barium is thus shunted into pouch first and then spills over 
into distal opening of esophagus. 


esophagus was then sutured to close the defect. The re- 
sult in his case was satisfactory. Other reports '° of its 
successful use soon followed. The procedure was modi- 
fied much later by Bevan,'® who plicated the sac by 
means of circumferential and longitudinal sutures. 
Whereas he claimed to have inverted the sac into the 
lumen, his illustration would suggest that at least a part 
remained external to the esophagus as a sort of collapsed, 
accordion-pleated disk of tissue. McClure ** in 1934 and 
Ross '* as late as 1937 also applied the techaique of in- 
version of the sac. One technical change was used by 
these men, however, in that a catheter was introduced 
into the lumen of the sac via the nose and pharynx. The 
‘ac Was then tied to the catheter and inverted by traction 
on the catheter. McClure amputated the sac by snare 
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endopharyngeally. His patient had presented evidence of 
partial respiratory obstruction because of the large size of 
the sac. This complication as well as recurrence had been 
encountered earlier by Bevan and others, and for these 
reasons the method was generally abandoned. Another 


Fig. 2.— Anteroposterior roentgenogram of cervicothoracic region follow- 
ing ingestion of barium, showing markedly enlarged pharyngoesophageal 
diverticulum extending partially into chest. It may be observed that the 
most dependent part of pouch is incompletely filled with barium owing 
to residual food particles. 


modification of this method was reported in 1927 by 
Imperatori,’® who inverted the sac and then amputated 
by endoscopic means without external incision. It is inter- 
esting to note that the technique of inversion is still in oc- : 
casional use today.”° 

Whcreas it had been clearly demonstrated that a one- ee 
stage procedure was feasible, the fear of mediastinitis . 


Fig. 3.—Diagramatic illustration of surgical treatment of pharyngo- ‘ 
esophageal diverticulum: A, by inversion; B, by diverticulopexy. 


had tempered the enthusiasm with which the one-stage 
excision operation had been received. For this reason 
Edwin Goldmann *‘ in 1907 suggested a two-stage opera- 
tion for excision of the diverticulum. The first stage con- 
sists of freeing the sac, ligating the pedicle, and packing 
a tampon around the sac, with closure of the skin wound 
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except for an opening for drainage and removal of the 
tampon. At the second stage, performed about two weeks 
later, the sac is removed and the wound closed. This sug- 
gestion probably resulted in the saving of many lives, for 
both surgical technique and asepsis were relatively poorly 
developed and practiced in that period. Goldmann ligated 


A 


M. sterno- 
cleidomastoideus 


incisi 


Stay sutures 


Fig. 4.—Technique of pharyngoesophageal diverticulectomy (see figure 
5 also): A, transverse incision centered approximately over anterior 
border -of sternocleidomastoid muscle at level of cricoid cartilage; B, 
exposure and mobilization of diverticulum with isolation of neck of sac 
by division of surrounding muscular fibers of inferior. constrictor and 
cricopharyngeus, thus exposing the mucosa; C, beginning amputation of 
sac, segment by segment. Incision of mucosa is begun, and the opening is 
closed with interrupted cotton or fine silk sutures placed so that knots 
are within lumen. 


the neck of the sac to prevent entry of esophageal con- 
tents. He thereby virtually assured the development of 
gangrene of the sac, but bodily defense combined with 
drainage, which he also employed, were adequate to pre- 
vent serious mediastinitis. To avoid this complication, 
Mayo * in 1910 performed the same procedure without 
ligation of the sac, and Murphy ** in 1916 further modi- 
fied the procedure by twisting the neck of the sac to 
occlude it during the first stage. Other minor modifica- 
tions were used thereafter by others, and the two-stage 
cperation became for years the most generally accepted 
form of treatment.** 

In a further effort to avoid the complications feared by 
the early attempts to extirpate the sac, Lieb] *° in 1910 
and, independently, Schmid ** in 1912 proposed divertic- 
ulopexy on the basis that suspension of the sac in an 
inverted position would prevent retention of ingested 
substance and thereby render asymptomatic the other- 
wise troublesome lesion (fig. 3B). This procedure was 
first performed by Hill ** and subsequently by Konig.** 
It is apparent that diverticulopexy is in fact merely the 
first stage of a two-stage resection procedure, and for 
obvious reasons it never received wide adoption. There 
are still a number of other methods that have been pro- 
posed for dealing with this problem, but for the most part 
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they are of historical interest only. For example, 
Mosher *" in 1917 employed the daring technique of trans. 
esophagoscopic division of the common wall between the 
esophagus and diverticulum. He used the method in seven 
patients, cne of whom died of mediastinitis, and he there- 
after abandoned it. Curiously enough its use has been 
recently reported by others.*° 

At the present time there is general agreement that 
surgical extirpation of the diverticulum is the method of 
choice, and the only major controversial issue is con- 
cerned with the advantages and disadvantages of the 
one-stage or two-stage type of resection. The latter 
method has long been championed by Lahey,*' whose 
extensive experience and enviable record have provided 
highly persuasive arguments for its value. In our current 
state of knowledge and technical development, however, 
the problem is less complex than in the past, for earlier 
diagnosis brings the patient for therapy before advanced 
stages of inanition have been reached. Moreover, the 
development of more effective antimicrobial agents, com- 
bined with technical refinements, has made surgical 
resection relatively safer. These factors in recent years 
have led a number of surgeons,** including us, to the 
conviction that a one-stage resection is actually safer and 
technically more desirable than the two-stage procedure, 
which subjects the patient to the risk of two operations 
and the surgeon to a reparative procedure that is far from 
satisfying. 

Varied as has been the type of procedure employed in 
the past, the approach has differed in only minor respects. 


__// Meonstrictor 
pharyngis inf. 


Fig. 5.—Technique of pharyngoesophageal diverticulectomy (continued 
from figure 4): A, mucosal incision and closure of neck of sac is almos 
completed; B, a second row of interrupted sutures is used to approximate 
muscle layer. 


Most surgeons have advocated an oblique anterior ster 
nomastoid incision, but some,** like us, prefer a tral 
verse or modified collar incision (fig. 4). In using th 
latter incision after extending it through the platysma, ! 
is important to mobilize freely the upper and lower flap 
to provide adequate vertical exposure. Beneath th 
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cutaneous level, the approach has varied only in the 
respect that an enlarged thyroid lobe may have been 


removed to facilitate exposure (or in earlier cases to 


determine the effect of its removal upon symptcms), but 


S this has been only rarely necessary. The superficial and 


deeplayers of cervical fascia that invest the sternomastoid 
are divided along the anterior border of this muscle, and 
ihe omohyoid is divided or preferably retracted down- 
ward and medially. This fascial division permits entry 
into the visceral fascial compartment of the neck in which 
the thyroid, trachea, esophagus, and diverticulum lie in 
that order anteroposteriorly. One must keep in mind, 
however, that a large diverticulum may have distorted 
the usual relationship that exists in an early case, so that 
the diverticulum may lie lateral as well as posterior to 
the esophagus. 

These cervical visceral structures are retracted gently 
anteromedially, while the carotid fascial sheath with its 
important contents is retracted laterally. Vessels, par- 
ticularly the inferior thyroid artery and vein, between 
the two sets of structures are divided between ligatures. 
By palpation of the laryngeal and cricoid cartilages, the 
level of the neck of the diverticulum can be determined 
with regularity, and careful dissection then uncovers the 
sac. Though the sac may be large and extend inferiorly 
through the cervicothoracic inlet, it is as a rule possible 
to deliver it without difficulty. In fact, though instances 
in the literature were mentioned in which the sac was 
torn, in no case was there failure to deliver it. Great em- 
phasis has been placed by many surgeons on careful 
isolation of the neck of the sac. As emphasized by Lahey, 
it is important to divide the fibers that surround the 
inferior aspect of the neck in sling-like fashion, for failure 
to do so may result in improper dissection and amputa- 
tion of the neck with subsequent recurrence of the 
diverticulum (fig. 4). 

Once the sac has been liberated, the level for its divi- 
sion is selected. Great care is taken in order to prevent 
tenting of the esophagus, which might result in com- 
promise of the lumen during closure. As it is amputated 
segment by segment, the defect in the esophageal wall is 
closed with interrupted cotton or fine silk stitches placed 
and tied in such manner that the knot will be intra- 
luminal, as suggested by Churchill and Sweet ** (fig. 5A). 
A second row of interrupted sutures is used to approxi- 
mate the esophageal muscle stratum (fig. 5B). Following 
this the esophagus is allowed to fall back into its normal 
position, and the remainder of the incision is closed 
anatomically in layers using interrupted cotton or silk. 
No drain is employed unless there has been undue con- 
lamination or unless hemostasis has been a problem. 
The patient is allowed to take fluids postoperatively as 
soon as he has recovered completely from anesthesia. 


TRACTION DIVERTICULA 
Inferior to the site of origin of the pharyngoesophageal 


B ‘verticulum, the next most frequent point at which di- 


\erticula may occur is in the region of the bifurcation of 
he trachea. In this vicinity, where lymph nodes and 
mphatics are abundant, the diverticulum is usually the 
sult of extraesophageal inflammatory disease rather 
than internal pressure. Acute and chronic inflammatory 


hanges in these adjacent lymph nodes, particularly 
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tuberculosis,** with subsequent fibrosis and contraction, 
produce focal traction diverticula. These sacs are usually 
on the anterior aspect of the esophagus, small and funnel 
shaped, although in rare instances they may attain rather 
large size (fig. 6). Because of fixation of the tip of the 
diverticulum, it does not follow the same downward 
course seen in the pharyngoesophageal variety, and 
therefore there is little tendency toward accumulation 
and retention of food with its subsequent evils. Further, 
the diverticulum has a complete muscle stratum that may 
assist in keeping it empty. For these reasons it is only 
rarely symptomatic. 

If and when symptoms occur, they are usually related 
to the disease process that produced the diverticulum 
originally. Wallace,*® in a study of 26 patients, found 
that about a third had symptoms, including pain, dys- 


Fig. 6.—Roentgenogram of esophagus following ingestion of barium, 
showing traction diverticulum. 


phagia, and hematemesis. Rarely, profuse bleeding may 

ccur.*? The diverticulum may also play a subtle and 
insidious role in the production of certain symptoms in 
that if its tip is eroded, periesophageal sinus or esophago- 
tracheal, bronchial, or esophagopleural fistulas may en- 
sue.** Surgical therapy is sometimes directed in such 
circumstances at the extraesophageal disease without full 
recognition, until the time of operation, that the esopha- 
gus is involved in the process. This is true even in the pres- 
ence of esophagotracheal or bronchial fistulas that may 
be so small as to be asymptomatic or well tolerated and 
so tiny and circuitous that ingested barium fails to enter 
the tract. For these reasons there is a relative lack of 
appreciation of the cause of traction diverticula and of 
their pathogenicity once they have developed. A minute 
esophagotracheal or bronchial fistula may go initially 
undetected in patients with pneumonia or other pul- 
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monary disease in which the fistula has played an im- 
portant part both in development and perpetuation of 
the pulmonary lesion. Attention is directed in such in- 
stances at the resultant fistula and pulmonary lesions 
rather than at the preexisting traction diverticulum. 
Moersch and Tinney *** reported two cases of esoph- 
agotracheal or bronchial fistulas associated with trac- 
tion diverticula. In one it is probable that tuberculosis 
played a part in causation, while in the second no demon- 
strable specific etiological agent was detected. Coleman 
and Bunch,** in an analysis of 75 reported cases of 
acquired, nonmalignant esophagotracheobronchial fis- 
tulas, found that 11 were associated with traction diver- 
ticula. In only nine of these cases was the location of the 
opening into the bronchial tree specified; two were con- 
nected with the stem bronchus and seven with a secondary 
bronchus, usually of the lower lobe. No analysis of 


Fig. 7.—Roentgenogram of esophagus following ingestion of barium, 
showing epiphrenic diverticulum. 


probable etiological factors was made in their cases. 
These various complications exemplify the potential 
surgical significance of traction diverticula. 


PULSION (EPIPHRENIC) DIVERTICULA OF LOWER 
THIRD OF ESOPHAGUS 

Diverticula of the lower third of the esophagus, like 
those of the pharyngoesophageal junction, are thought to 
be due to internal pressure with herniation of the mucous 
membrane through presumably a weak area in the mus- 
cular wall and are, therefore, termed pulsion diverticula. 
They are not infrequently located in the terminal portion 
of the esophagus just above the diaphragm and for this 
reason are termed supradiaphragmatic or epiphrenic 
diverticula *° (fig. 7). They are comparatively rare, only 
three cases being encountered by Wheeler in over 20,000 
roentgenologic examinations of the esophagus. The pouch 


orifice is usually situated posterolaterally, oftener to the 
right than to the left. The wall includes all layers of the 
esophagus with the exception of the outer muscular cog, 
As the pouch enlarges it tends to assume a more depend. 
ent position, producing distortion and angulation of the 
esophagus. Thus, food during degiutition may be directed 
into the pouch rather than along its normal course. 
Cardiospasm has been an associated abnormality in ap 
appreciable number of instances and is considered by 
some observers to be of etiological significance," but this 
assumption seems doubtful in light of the fact that diver. 
ticula are only rarely found in cases of achalasia.‘ These 
diverticula may be the seat of inflammatory changes with 
or without ulceration; more rarely perforation and hemor. 
rhage occur.** Malignant squamous cell tumors have also 
been encountered within the sac. Stricture of the esoph- 
agus distal to the orifice of the diverticulum is not an 
unlikely complication because of the chronic obstruction 
and consequent esophagitis.** 

Whereas all diverticula at the pharyngoesophageal 
junction are symptomatic in direct proportion to the size 
of the pouch, diverticula in the lower third of the esoph- 
agus may be entirely asymptomatic. Vinson,*” in a re- 
view of the Mayo Clinic records up to 1934, discovered 
24 instances of lower esophageal diverticulum. Of these, 
less than half were considered symptomatic. The differ- 
ence may well be that in the cervical region the visceral 
fascial compartment constitutes a relatively unyielding 
space in which the sac enlarges, while in the lower medi- 
astinum the sac may enlarge freely into either pleural 
space. 

Conservative treatment for these diverticula has been 
widely advocated in the past because of the attendant 
risk of operation, but modern techniques have so altered 
this picture favorably that excision should be considered 
in all symptomatic cases. Procedures that have been em- 
ployed in the treatment of these diverticula fall into the 
following categories: (1) anastomosis between the sac 
and stomach, (2) excision of the sac, (3) diverticulo- 
pexy, (4) inversion of the sac, and (5) resection of the 
lower esophagus, including the diverticulum and cardia 
of the stomach, followed by esophagogastrostomy. 

The first surgical procedure advocated for the treat- 
mentof this form of esophageal diverticulum was divertic- 
ulogastrostomy, which was proposed by Lotheissen “ 
in 1908. Historically it is of interest to recall the earlier 
proposal by Gosset *° of a similar principle for strictures 
of the cardia. Subsequently Lotheissen ** reported its 
application by means of an abdominal, transdiaphrag- 
matic approach. The value of this procedure has been 
attested to by a number of German surgeons," and 
recently a few reports have appeared on its successful 
application in the American literature.*® Henschen 
generally credited for its first successful performance 
from above the diaphragm. Another modification of thi 
technique suggested by Sauerbruch **” was its division 
into two stages. The first stage included delivery of the 
fundus into the chest and its fixation by suture to the 
diverticulum; at the second stage the anastomosis Wé 
completed. 

Clairmont *’ in 1924 probably performed the first suc 
cessful excision of this type of diverticulum through a" 
abdominal, transdiaphragmatic route. Similar but unsu 
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cessful operative procedures had been done as early as 
1910 by Enderlen °° and in 1916 by Stierlein.** Sauer- 
pruch * in 1923 reported a patient whose diverticulum 
had perforated into the lung, a condition he managed 
successfully by staged operations. In 1927 he ** reported 
three additional cases in which anterior mediastinotomy, 
posterior mediastinotomy, and a transpleural approach 
respectively were employed. The transpleural approach 
for extirpation was employed successfully about the same 
time by Meyer,** Fick,*° Barrett,** and more recently by 
others.*® In the hope of avoiding mediastinitis and empy- 
ema, Lahey **" advocated and employed diverticulopexy 
in the manner used earlier for treatment of pharyngo- 
esophageal diverticula. The aim, technique, and prin- 
ciples of the operation were similar to those employed in 
treatment of lesions at the pharyngoesophageal junction. 
It is significant that in a subsequent publication Lahey *? 
advocated extirpation of the diverticulum. Inversion of 
the sac, which had been proposed previously for pha- 
ryngoesophageal diverticula, was naturally destined for 
trial in these lower diverticula for the same reason, 
namely, the avoidance of infection. In 1927 Torek 
advocated it as the safest method of surgical therapy. 
Turner °° later employed it unsuccessfully, and the pro- 
cedure here, like that for pharyngoesophageal diverticula, 
is now of historical interest only. 

On the basis of our experience as well as an analysis 
of these various methods for the surgical treatment of 
lower esophageal pulsion diverticula, it would seem that 
excision of the diverticulum followed by closure of the 
defect in the esophagus is the method of choice. Such a 
procedure permits removal of the lesion and restoration 
of normal anatomy and function, thus achieving the ideal 
objective of surgical therapy. In cases with marked stric- 
ture formation of the esophagus distal to the diverticulum, 
this may not be entirely satisfactory, and under these 
circumstances the preferable procedure is believed to be 
resection of this segment of the esophagus including the 
diverticulum, followed by esophagogastrostomy to re- 
store continuity.** 

The lesion is best approached transpleurally from the 
side to which the diverticulum bulges. The pleural cavity 
is entered through the bed of the resected eighth or ninth 
rib. The inferior pulmonary ligament is divided to permit 
retraction of the lower lobe upward, and the lower 
mediastinum is thus opened. There is, as a rule, little 
difficulty in identification of the pouch. As was true in 
the pharyngoesophageal region, great care is taken to 
isolate the sac without damage to either sac or esophagus 
and to prevent compromise of the esophageal lumen in 
subsequent amputation of the specimen. Closure of the 
defect in the esophagus is performed in layers, employing 
the same technique as illustrated earlier in excision of 
pharyngoesophageal diverticula (fig. 8). The mediastinal 
pleura is anchored over the suture line to further support 
the closure. The lung is then allowed to reassume its 
normal position, after which the thoracic mural incision 
is approximated anatomically. It is our belief that water- 
seal drainage of the pleural cavity for 24 to 48 hours is 
desirable to insure early and complete pulmonary ex- 
pansion with consequent obliteration of dead space. 

If stricture formation exists in the esophagus distal to 
the site of origin of the diverticulum, then it may be wiser 


oot Be. 


ESOPHAGEAL DIVERTICULA—DE BAKEY ET AL. 1081 


to resect a segment of the esophagus that includes both 
the diverticulum and the stricture. In such a case the 
approach is carried out through the left pleural cavity, 
since it is possible to open the diaphragm, liberate the 
upper part of the stomach, and deliver it into the chest 
for subsequent reconstruction. The esophagus is divided 
above the orifice of the diverticulum and at the esophago- 
gastric junction, which permits removal of the specimen 
with both diverticulum and stricture. The cardiac orifice 
of the stomach is then closed and an esophagogastric 
anastomosis performed as previously described.*® The 
diaphragmatic margins are then reapproximated to the 
stomach at the new level, following which the incision in 
the chest wall is closed anatomically. Here, too, water- 
seal drainage is employed in the postoperative period. 


SUMMARY 


Diverticula of the esophagus are being encountered 
more frequently owing to the increased use of roentgeno- 
logic studies. Although they may occur in any part of the 
esophagus, the three most common sites of origin are 
(1) at the pharyngoesophageal junction, by far the most 
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Fig. 8.—Technique of diverticulectomy for lower esophageal diverticula: 
A, transpleural approach through bed of resected eighth or ninth rib; 
B, mobilization of diverticulum. Mediastinal pleura overlying esophagus 
has been incised longitudinally, diverticulum freed and pulled up, and 
muscular stratum dissected away to expose mucosa of neck of sac; C, neck 
of sac is incised, and first row of mucosal sutures, placed so that knots 
will be intraluminal, is started; D, second row of interrupted sutures is 
used to close muscular stratum of esophagus; E, closure of opening in 
mediastinal pleura with interrupted sutures. 


frequent site, (2) at the level of the bifurcation of the 
trachea, and (3) in the lower third of the esophagus. 
They have been classically divided on the basis of their 
pathogenesis into pulsion and traction types, the former 
including for the most part those occurring at the pha- 
ryngoesophageal and lower esophageal regions and the 
latter those at the level of the bifurcation of the trachea. 

Symptoms are produced by the occurrence of certain 
complications, such as partial obstruction resulting from 
distortion and angulation of the opening of the esophagus 
distal to the pouch, inflammation or ulceration with con- 
sequent stricture formation, or perforation, hemorrhage, 
or malignant growth. The traction type diverticula are 
particularly liable to be associated with pulmonary mani- 
festations, Owing to small esophagotracheobronchial 
fistulas. 

Surgical treatment is recommended for all esophageal 
diverticula that produce symptoms. A historical review 
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of the various forms of surgical procedures that have been 
proposed is presented. They may be broadly classified 
into: (1) diverticulectomy in one or two stages, (2) 
diverticulopexy, (3) inversion of the pouch, and (4), for 
lower esophageal diverticula, diverticulogastrostomy. 
Complete extirpation of the diverticulum with proper 
repair of the opening in the esophagus is considered the 
method of choice. Whereas previously in pharyngo- 
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time, with more effective chemotherapy to contro! infec. Jater ' 
tion and with refinements in technique, the One-stage anast 
procedure is preferred. For lower esophageal diverticy|, radic: 


complete extirpation of the sac through a transthoracic thera| 
approach is also the method of choice. In occasional jp. to the 
stances with marked stricture formation of the esophagus Shc 
distal to the diverticulum, it may be necessary to resect was a) 


this segment of the esophagus, including the diverticulum. declin 


esophageal diverticula the two-stage procedure provided foliowed by esophagogastrostomy to restore continuity, later, 
better results than the one-stage method, at the present 1200 M. D. Anderson Blvd. (Dr. De Bakey). oa 
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WILLIAM STEWART HALSTED, AN APPRECIATION ON THE ee 
CENTENARY OF HIS BIRTH yo 

Alfred Blalock, M.D., Baltimore 


William Stewart Halsted, who was destined to work 
and to produce in a golden era in medicine, was born in 
New York City in 1852. He was graduated from Yale 
University in arts in 1874 and from the College of Phy- 
sicians and Surgeons in medicine in 1877. It was while 
serving an internship at Bellevue that he first met Wil- 
liam H. Welch, who had just returned from Germany 
where he had been working in the basic sciences in the 
laboratories of Julius Cohnheim and others. At that time 
medical education in this country was in a deplorable 
state. There were many medical schools, none of uni- 
versity caliber, and all proprietary, whereas there were 
about 20 university medical schools in Germany. About 
this time Johns Hopkins, a Baltimore merchant and 
banker, left his fortune for the establishment of a uni- 
versity and a hospital, the latter to be a part of the medi- 
cal school of the university for which he had made ample 
provision in his will. The carefully chosen boards of trus- 
tees of the two institutions selected Daniel C. Gilman as 
president of the university, John S. Billings as medical 
adviser, and William H. Welch as dean of the medical 
faculty and professor of pathology. These appointments 
need no defense, for they resulted in the establishment 
of one of the first important schools of postgraduate 
study in the United States. Gilman in particular revealed 
a remarkable ability to choose outstanding young men. 
The faculty in 1901 was one of the most distinguished 
groups ever gathered together in a single university, and 
it is particularly significant that this was then a young 
school with a small faculty. 

Halsted, who was a young intern at Bellevue in 1877, 
decided to follow Welch’s example and to work in the 
basic sciences in Germany and Austria. Bacteriology was 
dawning, embryology and histology were developing, 
pathological anatomy was being studied with great vigor, 
and the teachings of Lister were being accepted in Europe 
and discussed elsewhere. The two years he spent in 
Europe must have profoundly influenced the future of 
Halsted, who was aware of the many deficiencies in 
American medical schools and hospitals. This period free 
of clinical duties allowed time for study and thought. 


Read before the Section on Surgery, General and Abdominal at the 
101st Annual Session of the American Medical Association, Chicago, June 
10, 1952. 


lent s\ 
On returning to New York, where he was to remain for dency 


six years, Halsted exhibited the greatest activity of his ica cr 
long career. He was well trained and socially prominent, 
he had energy and imagination, and his exceptional merit 
and ability were recognized quickly, as evidenced by 
many hospital appointments. He became the most popu- 
lar private surgical instructor in New York. Despite the 
long hours spent in the care of patients and in teaching, 
he found time for investigation. Probably his most im- 
portant contribution of this period was on cocaine, the 
anesthetic properties of which had just been demon- 
strated for the first time by Koller, an ophthalmologist in 
Germany. Halsted and his associates developed the 
neuroregional method of anesthesia, as well as making 
other contributions to local anesthesia. This work on 
cocaine led to a temporary cessation of Halsted’s activi- 
ties, for he and some of his associates, not knowing of the 
habit-forming characteristic of the drug, became ad- 
dicted to its use. His disability continued for more than 
a year, during a part of which he was hospitalized in Early 
Rhode Island. At the end of this period he joined his right, sti 
close friend, Welch, who had assumed his duties as dean — 
and professor of pathology in Baltimore, and the two of 
them lived together for a while. The hospital and medical 
school had not yet been built, but there was a laboratory 
of pathology in which Welch had gathered together a 
group of brilliant young men, including Mall, Council- 
man, Nuttall, Walter Reed, Abbott, and Flexner. 

The time and the conditions were ideal for a person 
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of Halsted’s ability, interests, and training. According to a re 
Councilman, later professor of pathology at Harvard. Hal: 
Halsted repeated many of Lister’s experiments, and ing - 
found that cultures made of wounds after the most me- with t] 
ticulous observance of the Lister methods still showed the this Ge 
presence of bacteria. Councilman said, “This led to 4 tion of 


careful microscopic study of wounds and the realization than in 
that care in operating, the exact approximation of surfaces by him 
and the avoidance of dead spaces was as important for the time B 
results as the supposed avoidance of bacteria. . . . The trained 
study of hand disinfection was no less thorough and this lereste 
led to the realization that the hands could not be ster ing Cu: 
lized, and finally to the use of rubber gloves in operating. ogy, B 
A thorough appreciation of sound basic principles in sur- otolary 


gical technique by a man who had a fertile imagination led in turn 
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Jater to specific contributions to the problem of intestinal 
anastomosis, to the treatment of inguinal hernia, to the 
radical treatment of carcinoma of the breast, and to the 
therapy of hyperthyroidism and of aneurysm, as well as 
to the solution of other problems. 

Shortly after the hospital was opened in 1889, Halsted 
was appointed surgeon-in-chief, the position having been 
declined previously by Macewen of Glasgow. Welch said 
later, “No greater good fortune could have befallen the 
Johns Hopkins Hospital and later the Medical School 
than to find Halsted here on the ground and available for 
the position of surgeon-in-chief to the Hospital and pro- 
fessor of surgery.” It was probably fortunate that the 
opening of the hospital preceded that of the medical 
school by several years. The men gathered together by 
Gilman and Welch were interested in teaching as well 
as research, and those appointed to the medical school 
and hospital seized the opportunity to develop an excel- 
lent system of postgraduate medical education, the resi- 
dency system. Welch said, “Here Halsted first in Amer- 
ica created a genuine school of surgery. He shares with 


George J. Heuer. 


Osler and Kelly the credit of organizing the clinical serv- 
ices according to a plan whereby it was rendered possible 
for the young resident surgeons and physicians, ap- 
pointed on indefinite tenure, to be trained during long 
periods of time for the higher academic and professional 
careers.” In my opinion the greatest contribution of the 
Johns Hopkins University and Hospital to American 
medicine and surgery has been the residency system. 

Halsted was fully aware of the defects in surgical train- 
ing in America, and he had been favorably impressed 
with the German system. The Halsted modification of 
this German system consists in the main in the concentra- 
tion of responsibility and authority in the resident rather 
than in the Geheimrat. Details of the plan were described 
by him in a memorable address at Yale in 1904. At that 
time Bloodgood, Cushing, Mitchell, and others had been 
rained under this system. Furthermore, Dr. Halsted in- 
rested young men in the special fields of surgery, plac- 
ing Cushing and Dandy in neurosurgery, Young in urol- 
ogy, Baetjer in radiology, Baer in orthopedics, Crowe in 
otolaryngology, and Davis in plastic surgery. These men 
turn used the residency system in training men in their 
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specialties. Halsted often said that he found the greatest 
satisfaction of his life in the training of surgeons. Some 
of the men trained by him and Dr. Finney are shown in 
the figure. 

At the recent Halsted Centennial Celebration in Balti- 
more, B. N. Carter, professor of surgery at the University 
of Cincinnati, gave an interesting paper on “The Fruition 
of Halsted’s Concept of Surgical Training.” This survey 
consists of an analysis of the attainments of the 17 resi- 
dent surgeons and 55 assistant resident surgeons trained 
by Halsted, and of the 166 second generation resident 
surgeons trained by his resident surgeons, a total of 238. 
Among this group Carter found that there have been 37 
professors, 14 clinical professors, 18 associate profes- 
sors, 14 clinical associate professors, 17 assistant pro- 
fessors, 16 clinical assistant professors, 23 instructors, 
and 99 private practitioners of surgery. 

It is evident from Carter’s analysis that Halsted suc- 
ceeded in training a group of surgeons who were so con- 
vinced of the correctness of his principles of thought and 
action that they in turn have been transmitting these 


Early associates and residents of Halsted in Baltimore. Left to right, seated: John M. T. Finney, William S. Halsted, and Joseph C. Bloodgood. Left to 
right, standing: Roy D. McClure, Hugh H. Young, Harvey Cushing, James F. Mitchell, Richard H. Follis, Robert S. Miller, John W. Churchman, and 


principles successfully to their students and assistants. 
Carter concludes by stating, “Were the Professor alive 
today, the group which would intrigue him most would 
be those 166 men who represent the second generation 
of resident surgeons. For they are the ones to whom it 
is now given to carry his torch and to create a third and 
larger generation of surgeons, who will also be imbued 
with the principles of their remarkable progenitor, Wil- 
liam S. Halsted.” According to W. M. Firor, recently 
chairman of the American Board of Surgery, the Johns 
Hopkins Hospital in 1901 had the only fully developed 
residency system in surgery in the United States; in 1941 
there were 30 residencies patterned after it, and in 1951 
the number had increased to 130. It is only natural that 
some of these should be better than others. It is not fully 
appreciated by the heads of some of these systems that 
there should be a gradual advancement in responsibility 
during the years spent as assistant resident and that the 
resident should have the major responsibility for the 
diagnosis and treatment of all ward patients, including 
the seriously ill. Unfortunately the residency system is 
endangered by a shrinkage in the hospital public ward 
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population as a result of the growth of various medical 
insurance plans and in the number of hospitals for vet- 
erans. It would seem appropriate in this Halsted centen- 
nial year to urge the medical profession at large to interest 
themselves in the preservation of the residency training 
program. 

Some say, and I think with truth, that the stature of 
Halsted has grown with the passing of years. Perhaps the 
same might be said of most truly great persons. It should 
not be thought, however, that he was not appreciated in 
his lifetime. He was an honorary fellow of many surgical 
organizations, including the Royal College of Surgeons 
of England. Professor Leriche of France published a 
beautiful tribute to him in 1914, eight years before his 
death. He was a member of the National Academy of 
Sciences, the only other surgeon in this organization at 
the time being Harvey Cushing. The National Dental As- 
sociation of America gave him a gold medal in recogni- 
tion of his work on neuroregional anesthesia. He must 
have been very happy in his accomplishments when his 
life ended in 1922. The president of the Johns Hopkins 
University, Frank J. Goodnow, stated at that time, “It is 
only characteristic of the man that when he died he not 
only left us the lustre of a name that will always be hon- 
ored by Hopkins men, but as well made the University 
his residuary legatee in order to enable it more ade- 
quately to carry on the work which he had so auspiciously 
begun, namely, research in surgery.” I am sure Halsted 
would be pleased that recipients of the Halsted Fellow- 
ship have made significant contributions to surgery. 

In closing I should like to quote from two tributes to 
Halsted that appeared shortly after his death. The first is 
by his brilliant pupil, Harvey Cushing, who wrote, “A 
man of unique personality, shy, something of a recluse, 
fastidious in his tastes and in his friendships, an aristocrat 
in his breeding, scholarly in his habits, the victim for 
many years of indifferent health, he nevertheless was one 
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BENEFITS AND TOXICITY OF PHENYLBUTAZONE (BUTAZOLIDIN*) IN 
RHEUMATOID 


Charles A. L. Stephens Jr., M.D., Elmer E. Yeoman, M.D., W. Paul Holbrook, M.D., Donald F. Hill, M.D. 


William L. Goodin, M.D., Tucson, Ariz. 


Studies in Europe on parenteral use of aminopyrine 
necessitated the development of a solvent, and a pyrazol 
synthetic derivative, phenylbutazone (butazolidin®), was 
developed for this purpose. The aminopyrine and phenyl- 
butazone combination (igrapyrin®) was studied in Europe 
for its anti-inflammatory and antipyretic effect in rheu- 
matic conditions. The reports ' were enthusiastic, and the 
drug was introduced in the United States for evaluation. 


From the Southwestern Clinic and Research Institute. 

The phenylbutazone (butazolidin®) was supplied by Geigy Pharmaceu- 
ticals, Division of Geigy Company, Inc., New York. 

1. The complete bibliography of European literature was cited in 
Kuzell, W. C.; Sckaffarzick, R. W.; Brown, B., and Mankle, E. A.: J. A. 
M. A. 149: 729 (June 21) 1952. 

2. Kuzell.1 Steinbrocker, O.; Berkowitz, S.; Ehrlich, M., and El- 
kind, M.: Therapeutic Observations on Phenylbutazone in Some Arthritides 
and Related Painful Disorders, read before the American Rheumatism 
Association, June 6, 1952. 
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of the few American surgeons who may be considered to 
have established a school of surgery, comparable, in , re 
sense, to the school of Billroth in Vienna. . . . He had that I 

rare form of imagination which sees problems, and the 
technical ability combined with persistence which ep- - 
abled him to attack them with promise of a successfy| tial 
issue.” The second tribute is by his close friend, the be- An 
loved Dr. Rudolph Matas, who said, “Modest, self re- of 
pressed, shunning the limelight of publicity, he never ob. mil 
truded his personality or exploited his deeds and only age 
referred to himself in the most impersonal way, allowing pre 
the facts always to speak for themselves. . . . Though shy anc 
and reserved and undemonstrative, he delighted in the the 
company of his pupils, immediate associates and a few bot 
chosen friends. With these he was expansive, and the phi 
glow and warmth of his friendship rapidly dissipated 
whatever restraint might first have been imposed by his for 
punctilious politeness and adhesion to conventional dos 

formalities. To those who were privileged to bask in the 
sunshine of his friendship, the true nature of the man was 
revealed in all its splendor.” ; 
Were Halsted alive, I know he would be deeply appre- kne 
ciative that a centennial celebration was held recently in = 
his honor in Baltimore to which the Academy of Sur- of | 
gery of Paris and the Royal Society of Medicine of Lon- the 
don sent Professor René Leriche and Mr. David Patey pat 
as their representatives, that a similar celebration was int 
held in London last month by the Royal Society of Medi- be 1 
cine, and that the event has been recognized by meetings / 
in Los Angeles, New York, and other cities. Further- was 
more, I am sure he would be gratified that the officers of sub 
the Section on Surgery of the American Medical Asso- | 
ciation should take cognizance of the centenary of his 
birth. Were he here, I am confident he would urge us to o- 
make plans to insure the preservation of the residency pra 
training program in surgery. - 
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Because of the occasional serious hazards of amino- 
pyrine therapy and because some of the clinical results D 
obtained with the combination of aminopyrine and 63 | 
phenylbutazone were superior to those obtained with to 3 
aminopyrine alone, it was decided to investigate the effect Sai 
of the solvent, phenylbutazone, in the rheumatic diseases. 150 
Two recent clinical studies have been reported.* 85 
METHOD B 
Selection of Patients —Of the 188 patients studied, accc 
115 had peripheral rheumatoid arthritis, 32 had rhev- sent 
matoid spondylitis, and 41 had miscellaneous diseasts. peri 
Phenylbutazone alone was given to 107 of the 147 peri 
patients suffering from rheumatoid arthritis and spondyl Patic 
itis, and the remaining 40 patients had received other prov 
forms of therapy. Eight had been treated with cortico- subj 
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tropin (ACTH), 28 with cortisone, 3 with gold salts, and 
1 with x-rays. 

The patients with rheumatoid arthritis and rheumatoid 
spondylitis had unequivocal classical symptoms of poten- 
tially reversible disease (stage 1 or 2, according to the 
American Rheumatism Association classification).* All 
of the patients selected had been under observation for a 
minimum period of nine months and had received other 
agents under investigation that had been ineffective. This 
provided an adequate control. A complete blood count 
and sedimentation rate determination were done prior to 
the institution of therapy, and the patient was evaluated 
both objectively and subjectively when administration of 
phenylbutazone was begun. 

Dosage.—Phenylbutazone was given orally in tablet 
form. Each tablet contained 200 mg. The minimum daily 
dose was 200 mg., the maximum 1,600 mg., and the 
average 600 mg. in divided doses. 

Absorption of the phenylbutazone tablets was un- 
known. The method for the determination of blood and 
urine concentrations was not yet available. Investigation 
of these values is under study at the present time, and 
they will be reported separately. Absorption, in some 
patients at least, was incomplete, for some patients early 
in this study observed intact tablets in the stool. This must 
be taken into account when the results are evaluated. 

At some time in the course of therapy, the medication 
was discontinued, and observations were made on the 
subsequent effects. The medication was then restarted. 
Patients in whom 200 to 600 mg. of phenylbutazone 
daily produced-no or only slight improvement were given 
an increased daily dose in an attempt to achieve an 
optimum therapeutic effect. It is our observation that 
little, if anything, is to be gained by increasing the daily 
dose above 600 mg. 

Miscellaneous Conditions.—Of the 41 patients studied 
who had conditions other than rheumatoid arthritis 
or spondylitis, 11 suffered from the so-called “frozen 
shoulder” syndrome; 4 patients had generalized fibro- 
sitis or “tension pain”; 4 patients had allergic bron- 
chial asthma; 3 patients had gouty arthritis; 3 patients 
had disseminated lupus erythematosus; and 3 patients 
had osteoarthritis. The remainder had widely divergent 
forms of inflammatory and degenerative disease. 


— 


RESULTS 

Duration of Treatment.—Of the 188 patients treated, 
63 patients were observed during treatment for from 3 
to 30 days; 79 patients for from 30 to 100 days; 10 pa- 
tients for from 100 to 150 days; and 36 patients for from 
150 to 455 days. The average duration of treatment was 
85 days. 

Beneficial Results—The improvement was graded 
according to an arbitrary classification, with 4 plus repre- 
senting maximum improvement. Of the 115 patients with 
peripheral rheumatoid arthritis, 44 patients (38% ) ex- 
perienced grade 3 to 4 plus subjective improvement; 40 
patients (34% ) had grade 1 to 2 plus subjective im- 
provement; and 31 patients (28%) experienced no 
subjective improvement. 
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Objectively there were 47 patients (41%) in whom 
it was possible to notice marked decrease in swelling, 
increase in range of motion, and increase in strength, 11 
patients (9% ) had slight objective change, grade 1 to 2 
plus; and 57 patients (50% ) had no objective improve- 
ment. It is interesting that only 6 patients (5% ) of the 
115 patients with peripheral rheumatoid arthritis had 
significantly lowered sedimentation rates, although 41% 
of the patients showed marked objective improvement of 
grade 3 to 4 plus. 

Of the 32 patients with rheumatoid spondylitis who 
were studied, 25 patients (80% ) showed 3 to 4 plus sub- 
jective improvement. These patients stated that they had 
marked decrease in pain and stiffness, and an increase in 
a sense of well-being. Five patients (15% ) noticed mild 
improvement, and two patients (5%) did not subjec- 
tively obtain relief. 

Objectively the patients with rheumatoid spondylitis 
were more difficult to evaluate. Increased motion in the 
back, increased chest expansion, and weight gain consti- 
tuted the objective manifestations of improvement. There 
were 14 patients (44% ) who showed these changes. Six 
patients (18%) had minimal objective improvement, 
and 12 patients (38% ) had no ob;ective changes. Only 
four patients (12% ) had significantly lowered sedimen- 
tation rates. No patient maintained permanent benefit 
once therapy was discontinued. 

In the group with other miscellaneous conditions no 
justifiable conclusions can be drawn regarding phenyl- 
butazone therapy because of the limited number of pa- 
tients with each specific disease. We were impressed by 
the excellent response of the three patients with gouty 
arthritis. Some patients with the “frozen shoulder” syn- 
drome experienced definite benefit. 


Toxicity. —Phenylbutazone is not an entirely innocu- 
ous drug. Of the 188 patients who received medication, 
83 patients (44% ) had some manifestation of untoward 
effect. 

Thirty-one patients (16% ) were found during therapy 
to have platelet counts (Rees-Ecker method) below 
100,000 per cubic millimeter. In several the counts 
dropped to as low as 30,000 platelets per cubic millimeter 
before administration of phenylbutazone was discon- 
tinued. The lowering of the platelet count developed 
suddenly in some and gradually in others, often not tak- 
ing place until the third or fourth week of treatment. In 
every instance, when therapy was stopped, the platelet 
count promptly rose to normal levels. In two patients who 
had platelet counts of 30,000 per cubic millimeter, iliac 
crest bone marrow examinations were performed. No 
abnormalities were noted and the megakaryocytes ap- 
peared to be normal. In no instance was there evidence of 
petechiae or gross bleeding that could be attributed to the 
thrombocytopenia. 

Eighteen patients had a drop in the hemoglobin level 
of more than 1 gm. and in some instances as much as 4 
gm. in two weeks. Again, there was a prompt reversal of 
this when administration of the drug was discontinued. In 


3. Steinbrocker, O.; Traeger, C. H., and Batterman, R. C.: Therapeutic 
Criteria in Rheumatoid Arthritis, J. A. M. A. 140: 659 (June 25) 1949, 
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no instance was the hemoglobin level permanently low- 
ered. Because of these two observations, it is our practice 
to obtain hemoglobin determinations and platelet counts 
at frequent intervals in patients receiving phenylbutazone 
therapy. 

Nine patients had a pruritic rash of a macular, papular, 
erythematous type, typical of dermatitis medicamentosa. 
When phenylbutazone therapy was discontinued, the 
rashes promptly disappeared, and in five of the nine in- 
stances did not recur when phenylbutazone was given 
again in conjunction with concomitant diphenhydramine 
(benadryl") hydrochloride therapy and at a lower dosage 
level. 

Early in our experience, edema and weight gain oc- 
curred in nine patients, and, when the therapy was dis- 
continued, diuresis resulted. In one patient heart failure 
with pulmonary edema developed as a result of sodium 
and water retention due to phenylbutazone. It has there- 
fore been our practice to limit sodium intake to 1 gm. 
per 24 hours and to record the daily weight of patients 
during phenylbutazone therapy. 

Ulcer symptoms developed in seven patients. Symp- 
toms were relieved by usual ulcer management and dis- 
continuing medication. In three patients duodenal ulcer 
was identified by roentgenographic examination. Stimu- 
lation with euphoria and insomnia similar to that seen 
with cortisone and corticotropin occurred in three pa- 
tients. 

Repeated vomiting occurred in two patients and 
promptly subsided when phenylbutazone administration 
was discontinued. Gross hematuria was observed in two 
patients. The hematuria promptly subsided when the 
medication was discontinued. Thrombocytopenia was 
not present in these patients. Hematemesis of serious 
degree occurred in two patients who both had previous 
history of proved duodenal ulcer. 

More than one toxic effect did not occur in any indi- 
vidual patient. Because of toxicity we were forced to 
discontinue treatment temporarily in 17 patients and 
permanently in 11 patients. 


COMMENT 


The high incidence of toxic effects (in 44% of patients 
who received the drug), some of a rather serious nature, 
such as thrombocytopenia, hematemesis, hematuria, salt 
and water retention precipitating heart failure, and the 
development of duodenal ulcer, has caused us to report 
the results of our clinical study at this time because of the 
recent release of phenylbutazone as a prescription item. 

The clinical improvement experienced in rheumatoid 
arthritis and spondylitis and many of the toxic effects 
such as euphoria, stimulation, edema and weight gain are 
similar to the benefits and side-effects of cortisone and 
corticotropin. One preliminary study elsewhere * has 
indicated that phenylbutazone may not exert its effect 
through the pituitary-adrenal axis. In our cases no signs 
of hyperadrenocorticalism have appeared on long-term 
administration. 

At the present time little of the pharmacology of 
phenylbutazone or the mechanism of its therapeutic 
action is known. The percentage of absorption from the 
intestine, the route of excretion, the level of plasma con- 
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centration necessary for a therapeutic effect, and the 
distribution of the drug in the body fluids have not been 
determined. 

In our experience rheumatoid spondylitis appears to 
respond more consistently than peripheral rheumatoid 
arthritis. In a few instances we have been impressed by 
rapid, dramatic improvement. The wide discrepancy in 
the responses of the patients to the drug is not understood, 

It is our impression that, should initial benefit occur, 
it will persist as long as the drug is administered. Resist- 
ance or “escape” phenomenon did not develop in this 
study. In no instance to date has permanent benefit in 
rheumatoid arthritis or rheumatoid spondylitis resulted 
from the administration of phenylbutazone. 

It is not clear from this study of 188 patients whether 
phenylbutazone is an effective antirheumatic agent or a 
powerful analgesic in the rheumatic state. It is our 
opinion that phenylbutazone warrants further clinical 
and pharmacological investigation and that at this time 
no conclusion can be drawn regarding its antirheumatic 
effect or its place in the treatment of the rheumatic dis- 
eases. 

SUMMARY AND CONCLUSIONS 

A new drug, phenylbutazone (butazolidin®), was 
studied in 188 patients, of whom 147 had either rheu- 
matoid arthritis or rheumatoid spondylitis. The average 
duration of treatment was 85 days; 36 patients were 
studied for 150 to 455 days. Phenylbutazone is not an 
innocuous drug. Toxic effects occurred in 44% of the 
patients, consisting principally of lowered platelet counts, 
lowered hemoglobin levels, irritation of the gastrointes- 
tinal tract, hematuria, and skin rashes. Phenylbutazone 
appears to produce striking subjective improvement in a 
high percentage of cases of rheumatoid spondylitis and is 
less effective in peripheral rheumatoid arthritis. Objective 
improvement is less dramatic but is definite in a small 
percentage of cases. Whether this drug is truly anti- 
rheumatic or only analgesic in its action is not yet known. 
Phenylbutazone warrants further cautious trial and study. 


2430 E. Sixth St. (Dr. Stephens) 


Treatment of Thyrotoxicosis—At present we favor subtotal 
thyroidectomy for the average patient who has exophthalmic 
goiter. This is especially true in the case of younger persons 
and those who have had no previous treatment, if there is 
appreciable enlargement of the thyroid gland. 

Radioactive iodine usually is highly effective in the control 
of the hyperthyroidism of exophthalmic goiter. Administration 
of this agent may appear to be simple, but at present unknown 
factors associated with this agent make it seem advisable not to 
administer it to younger patients. We use it routinely in the 
treatment of elderly patients and others whose condition con- 
stitutes a poor surgical risk. 

We agree that the goitrogens play a role in the preoperative 
preparation of a small percentage of people. For definitive treat- 
ment, we have discarded these drugs except in the very occa- 
sional case because of the high rate of recurrence of the condition 
treated. 

For toxic goiter of the adenomatous type, we strongly urge 
thyroidectomy. The quick, complete and permanent control of 
the hyperthyroidism which this operation affords is coupled with 
the eradication of the possibility of carcinoma. A satisfactory 
risk makes this type of treatment clearly preferable.—Edward 
S. Judd Jr., M.D., The Role of the Surgeon in Thyrotoxicos!, 
The Surgical Clinics of North America, August, 1952. 
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PHENYLBUTAZONE THERAPY OF ARTHRITIS AND OTHER PAINFUL 
MUSCULOSKELETAL DISORDERS 


Otto Steinbrocker, M.D., Sidney Berkowitz, M.D., Mortimer Ehrlich, M.D., Mortimer Elkind, M.D. 


and 


Solomon Carp, M.D., New York 


This report describes our initial clinical observations 
on the administration of phenylbutazone (butazolidin®) 
and of phenylbutazone combined with aminopyrine 
(“butapyrin”) in rheumatoid arthritis and other painful 
musculoskeletal disorders. These substances were sub- 
mitted to us for investigation of their reputed analgesic 
and anti-inflammatory properties in articular and related 
painful conditions. Owing to the widespread interest 
already aroused in this country regarding these com- 
pounds, we are reporting these early results of our trials 
of these drugs. 

Even with the recent contributions of cortisone and 
corticotropin (ACTH) to the management of the 
rheumatic disorders, and the availability of other thera- 
peutic agents, there are still many patients for whom 
these measures are contraindicated or ineffective for one 
reason or another. In such cases, therefore, there re- 
mains a real need for a sound and useful therapeutic 
preparation, even if its action proves merely palliative. 

Recently the synthetic derivative of pyrazol, called 
phenylbutazone (3,5-dioxo-1,2 diphenyl-4-n butyl pyra- 
zolidin sodium ), in solution with aminopyrine, has been 
found to produce anti-inflammatory and antipyretic 
effects. When combined with aminopyrine, this new 
synthetic becomes water-soluble. A 30% solution (15% 
each of phenylbutazone and aminopyrine) has been in- 
troduced in Switzerland under the name of “irgapyrin,” 
which was offered for study more recently in this country 
under the name of “butapyrin.” Current investigations 
indicate, like the observations to be given here, that the 
more potent ingredient in the combined preparation is 
phenylbutazone.* It is available in tablets, parenteral 
solution, and rectal suppositories. 


PHARMACOLOGY AND TOXICOLOGY 


As a result of animal experiments, the effects of these 
preparations of phenylbutazone and “butapyrin” (the 
combination of phenylbutazone and aminopyrine) have 
been said to be qualitatively similar to those of amino- 
pyrine alone in the following ways *: 1. Small doses 
depress the excitability of the heat and pain centers. 
2. An anti-histamine-like action is noted on peripheral 
vessels in the guinea pig. 3. An antidiuretic effect, with 
retention of water and edema, is observed. 

These actions may be mediated through the hypo- 
thalamus. They often may be transient, or they may wear 
off despite continued administration of the drug. With- 
drawal of the medications is followed by diuresis. Quan- 
titatively there appears to be a synergistic action from the 
combination, producing a greater depression of pain 
sensitivity than either of the component substances in 
the experimental animal." This observation has not been 
confirmed by our clinical results in humans so far. 

There have been no published reports of serious effects 
irom these new drugs on the hemopoietic system in man 


or in the experimental animal as yet. Suggestive reactions 
have been mentioned recently, so a final evaluation of 
this property of the pyrazol derivatives must be based on 
more extensive experience with them.* It must be empha- 
sized that the cases of granulocytopenia and agranulo- 
cytosis encountered during aminopyrine administration 
are thought to represent individual idiosyncrasies. Great 
caution, therefore, must be exercised, and many patients 
treated before any positive statements can be made re- 
garding a new preparation containing aminopyrine, such 
as “butapyrin,” or even with regard to any new synthetic 
drug likely to have a wide application. 

Our study was organized to try to answer the follow- 
ing questions regarding these preparations: 1. Do phenyl- 
butazone and “butapyrin” benefit patients with rheuma- 
toid arthritis and other musculoskeletal disorders? If 
so, are these effects anti-inflammatory or analgesic, or 
both? 2. If they influence pain, how do phenylbutazone 
and “butapyrin” compare with established analgesics? 
3. Do phenylbutazone and “butapyrin” produce undesir- 
able reactions and toxicity? 4. What are the character- 
istic actions of phenylbutazone and “butapyrin” with 
regard to (a) the latent period between the initial admin- 
istration and the onset of appreciable effects, (b) the 
period of optimum benefit, in regard to development of 
tolerance or resistance during continued administration, 
and (c) the terminal effective period in regard to the 
interval between discontinuance of the drugs and the 
cessation of benefits? Although each of these points has 
been and is being investigated, the limitations of space 
and the current stage of the work do not permit detailed 
analysis of all of them in this preliminary report. 


Max Huiimer, Ph.G., assisted in making the “blindfold” study possible. 

Presented in summary before the American Rheumatism Association, 
Chicago, June 6, 1952. 

From the Department of Rheumatology, Hospital for Joint Diseases 
and Lenox Hill Hospital. 

Because of space limitations some of the bibliographic references have 
been omitted from THE JouRNAL and will appear in the authors’ reprints. 

This study was supported in part by a grant-in-aid from Geigy 
Pharmaceuticals. Dr. A. Hemming, Medical Director, supplied the drugs. 
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METHOD OF STUDY 


Patients given phenylbutazone or “butapyrin” had 
been under observation for a period of time and had 
undergone the usual diagnostic studies. Baseline observa- 
tions often were available for their responses to con- 
ventional medication. 


This project was conducted by a randomized thor- 
oughly “blindfold” technique. Every preparation used 
was given a code number in the pharmacy. The nature 
of each substance prescribed was unknown to the pa- 
tients and the clinicians. Random assignment of a prepa- 
ration by number was carried out, with interchanges of 
compounds (by number) being made in some cases, so 
that comparative effects in the same patient as well as in 
others could be observed. A placebo corresponding to 
each active substance was included in the group of un- 
knowns prescribed. 

Throughout the study objective changes in the pa- 
tients’ conditions were considered separately from anal- 
gesia. Those with rheumatoid arthritis were evaluated 
according to the criteria of the American Rheumatism 


TagLe 1.—Disorders Treated With “Butapyrin” and 


Phenylbutazone 
No. of 
Disorder Cases 
With arthropathy... 5 
Discogenetic 2 
Postmenopausal 2 
Scleroderma with 2 
1 
Functional state with arthralzgia.............. 1 
192 


Association.® Ob’ective effects in patients with other 
musculoskeletal disorders were graded 0.1 a scale of 0 
to 4 +, with 0 indicating no improvement and 4 + 
signifying complete resolution or reversal of clinical 
signs. Whenever possible, actual measurements were em- 
ployed as well as graded estimation of other objective 
features. 

Analgesia was recorded and assayed separately. To 
arrive at an accurate estimate of pain relief, it was first 
necessary to assess each patient’s pain before prescribing 
medication. Towards this end the following factors were 
arbitrarily selected as our basis of evaluating benefits: 
(1) the patient’s own estimate of the severity of the 
pain, (2) the patient’s requirements for other analgesic 
medication and/or added modalities such as heat or 
massage to relieve pain; (3) disturbance of sleep by the 
pain; and (4) the extent of interference with work and 
other activities by the pain. Once these factors were 
analyzed and an estimate of the patient’s pain made, the 
subsequent analgesic response to the drugs administered 


4a. Wilhelmi.™ 

4b. Izquerdo, J. A.: Study of Pharmacodynamic Effects of Amino- 
pyrine on Intestine and Uterine Smooth Muscles, Prensa méd. argent. 
34: 1369, 1947. 

4c. Fromherz, K.: Action of Isopropylantipyrine in Animal Experi- 


ments, J. Pharmacol. & Exper. Therap. 61: 205, 1937. 
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in this study was classified regularly according to the fol. 
lowing scale: 0 signified no pain relief or more pain, 
1 + slight pain relief, 2 + moderate pain relief, 3 + 
marked pain relief, and 4 + complete pain relief, 


CLINICAL MATERIAL 


This report is based on a total of 399 trials of the new 
drugs, certain standard analgesics, and placebos in 38) 
patients. These include the first 140 patients receiving 
“butapyrin” either by the parenteral route or the oral 
route, or both, and the first 52 patients who received 
phenylbutazone by the oral route alone. Duration of 
therapy ranged from 14 to 150 days, and some of the 
patients are still receiving the medication eight months 
later. The ages of subjects varied from 19 to 75 years, 
The types and numbers of cases in the series are listed in 
table 1. Although a variety of disorders is included in our 
study, all of the patients had the cardinal symptoms of 
pain and disability. 


DOSAGE AND ADMINISTRATION 


Phenylbutazone was administered in this blindfold 
series by the oral route only. The preparation was in the 
form of an enteric-coated tablet, containing 200 mg. of 
the drug. Dosage ranged from one tablet three times daily 
immediately after meals to one tablet four times daily. 
“Butapyrin” for injection was available in an ampul 
containing 5 cc., which contained 1.5 gm. of the con- 
pound. From | to 5 cc. was administered daily, intra- 
muscularly. The oral preparation was an enteric-coated 
tablet containing 250 mg. of the combination. Dosage 
ranged from four to eight tablets daily in divided doses, 

Continuation of therapy depended on the decision of 
the evaluating team, who changed dosage and drugs in 
the series as the circumstances required. No attempt was 
made to give patients a fixed course of therapy. A second 
trial of “butapyrin” happened to be carried out in 16 
patients and one patient was given a third course with 
this compound. 

In this presentation, the results of administering both 
phenylbutazone and “butapyrin” will be combined. 
However, in discussing each disease and in the evalua- 
tion of analgesic response, the results of each preparation 
are considered separately. 


RESPONSES IN VARIOUS DISORDERS 


Rheumatoid Arthritis—A total of 117 patients with 
rheumatoid arthritis were given either phenylbutazone or 
“butapyrin.” These consisted of cases in all stages of the 
disease and with all classes of dysfunction (table 2). The 
duration of the disease in our series varied from less than 
1 year to 35 or more years. 

Objective response was graded by the criteria of the 
American Rheumatism Association, and the analgesic 
effects according to our standards previously discussed. 
Of a total of 117 patients treated with these substances 
(table 2), 59, or approximately 50%, showed an in- 
provement of grade 3 or better, with 23% of grade ! 
and 2. Of the remaining 58 (50% approximately) wh¢ 
failed to derive any measurable objective improvement, 
analgesia of appreciable degree was noted nevertheless 
in 23 of the cases. 

Accordingly, a total of 81, or 69% of all patients with 
rheumatoid arthritis, achieved appreciable pain relic! 
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with the use of these preparations. For a more critical 
evaluation of these new drugs we will not consider slight 
pain relief significant for our analysis. An additional 15 
cases in which slight relief was obtained therefore are 
disregarded in summarizing the analgesic effects. Slight 
analgesia is similarly deemed insignificant in the evalu- 
ation of the other medications included in this study. 

There appeared to be some correlation between ob- 
jective improvement and the degree of functional capac- 
ity, with the greatest response seen in patients with the 
least initial disability. Patients with rheumatoid arthritis 
of short duration seemed to benefit more readily than 
those with prolonged involvement. There was no notice- 
able association between improvement and total dosage, 
once maximum effectiveness had been established. 

Of the 16 patients receiving second courses of “buta- 
pyrin,” only 5 showed greater improvement in the grade 
of response at the second trial. The other patients 
showed effects similar to those recorded with the first 
course. 

No consistent changes in specific laboratory data oc- 
curred with these new drugs. A rise of the sedimentation 
rate (Westergren) of 10 mm. or more took place in 10 
cases; in 11 there was a fall of 10 mm. or more. The 
remainder showed inconstant fluctuations. Repeated 
counts of circulating eosinophils were made without any 
significant variations. 

Ankylosing Spondylitis.—Sixteen patients with ankylo- 
sing spondylitis were treated with phenylbutazone and 
“butapyrin.” Some had peripheral joint involvement. In 
all there were characteristic roentgenologic changes. 
Each was in an advanced stage, with great pain and dis- 
ability. 

Functional improvement was assessed as objectively 
as possible by examination and measurement of articular 
ranges of motion and coordinated movements. Analgesia 
was recorded separately according to our scale already 
discussed. Eleven of the group derived functional im- 
provement of class 2 or better, and 13 also experienced 
moderate to complete relief of pain. Two of the patients 


TaBLeE 2.—Response of Rheumatoid Arthritis in 117 Cases to 
Phenylbutazone and “Butapyrin” 


Grade Significant 


Responses * Analzesia t¢ 
No. of No. of 
Patients % Patients % 
25 21 23 20 


* According to criteria of the American Rheumatism Association. 
+ Graded on basis of 0 to 4+; 0 indicates no response and 4+ 
maximum response. 


previously had been treated with cortisone, with only 
slight improvement. Both reported “greater benefit” from 
these drugs. 

Psoriasis with Arthropathy.—Five patients with severe 
psoriasis with arthropathy were treated with “butapyrin.” 
Two had been receiving cortisone when “butapyrin” 
therapy was begun. Response of articular involvement 
was evaluated according to the criteria for rheumatoid 
arthritis. Improvement of joint signs was noted in all 
cases. Two have had remissions; one is markedly im- 


PHENYLBUTAZONE—STEINBROCKER ET AL. 1089 


proved, one moderately improved, and one slightly im- 
proved. The objective effects on the joints occurred in 
addition to functional improvement, relief of pain, and 
increase in the sense of well-being. Of the two patients 
receiving cortisone, one was shortly able to discontinue 
ingestion of the steroid completely, and the other to re- 


TABLE 3.—Response of Osteoarthritis in Thirty-Five Cases to 
Phenylbutazone and “Butapyrin” 


Functional 
Response * Analesia * 
No. of No. of 
Patients % Patients % 
ll 81 7 20 
2 6 3 
7 20 10 29 
40 14 40 
iced 1 8 1 8 
* Graded on a basis of 0 to 4+ where 0 Indicates no response and 


4+ maximum response. 


duce the daily dose of cortisone without diminishing the 
improvement. The cutaneous lesions have resolved to a 
great degree in two of the patients since their use of 
“butapyrin,” but these observations have not been con- 
ducted for a sufficient time, and certainly not in enough 
of these cases, to determine any relationship. 
Degenerative Arthropathy (Osteoarthritis)—In 35 
patients with painful osteoarthritis involving various 
joints, phenylbutazone and “butapyrin” were given ac- 
cording to the dosage and methods outlined. The results 
are listed in table 3. In 22 cases there was improvement 
of functional capacity ranging from slight to complete, 
with striking enhancement of coordinated movements 
such as rising from a chair or climbing stairs. Twenty-five 
of the 35 patients derived appreciable relief of pain. 
Miscellaneous Pain States —The remainder of the 
series was made up of 19 patients with miscellaneous dis- 
orders (table 1). They too received phenylbutazone or 
“butapyrin.” One patient with chronic gouty arthritis has 
received the latter for a period of three and one-half 
months, with great improvement. He believes his condi- 
tion has been better during that time than with cortisone. 
Our “blindfold” results in this case are similar to those 
in most patients of a group with gout treated in an “open” 
series to be discussed elsewhere. | 
In the remainder of the miscellaneous painful condi- 
tions, impressive results appeared in a variety of shoulder 
disorders (such as periarthritis, calcific tendonitis, and 
reflex dystrophy). Two of these obtained complete re- 
covery of both pain and function, three great improve- 
ment, and one moderate improvement. Of the four 
patients who failed to show enhanced function, three 
reported substantial pain relief according to our scale. 
Both patients with menopausal arthralgia described 
great analgesia associated with functional benefits, as did 
the two with discogenetic syndrome and the patient with 
lumbosacral strain. The two patients with scleroderma 
so far have derived moderate improvement in function 
and relief of pain. 


ANALGESIC EFFECTS IN THE ENTIRE GROUP 
Completely objective evaluation of pain relief from 
any drug is difficult. To approximate this goal a com- 
pletely “blindfold” technique was utilized. (In fact a 
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comparison of the results obtained by this procedure 
and by the usual, open method of therapeutic evaluation 
is one of the over-all objectives but will be reported else- 
where.) The trials of phenylbutazone and “butapyrin” 
reported here also were designed to gather basic clinical 
information regarding the comparative responses of 
painful, chronic musculoskeletal conditions to various 
drugs commonly used for their “antirheumatic” and anal- 
gesic properties (figure). 

The results of 200 trials of phenylbutazone and “‘buta- 
pyrin” are seen in table 4. The responsiveness to phenyl- 
butazone, 67% of 2 to 4-+ degree, approximates the 
effects of “butapyrin,” 63% in the same categories (table 
4). Obviously, the aminopyrine in the “butapyrin” com- 
bination makes no distinguishable contribution. The 
active common denominator in these two drugs must be 
the phenylbutazone, and their actions may properly be 
attributed to that compound. 

By comparison only 4.5% of the patients treated with 
placebos, 17.5% with sodium gentisate, 43.2% with 


Total Percentage of Patients with Analgesic Response 


Complete Marked Moderate Slight 


Comparison of analgesic effects of phenylbutazone and other drugs 
used in treatment of musculoskeletal disorders. 


sodium salicylate, and 35% with aminopyrine, derived 
a 2+ or better response at the dosage levels followed 
(table 4). 

When a placebo was used to replace phenylbutazone 
or “butapyrin,” a distinct reduction of the patient’s im- 
provement was noted in our cases within 24 hours to two 
weeks. After substitution of the placebo for a time, the 
return to the active medication usually brought a re- 
sponse to the original levels within one to three days. In 
those patients receiving the placebo before the active 
medication, the introduction of phenylbutazone or “buta- 
pyrin” was followed by appreciable benefits within one 
to three days. 

Cortisone and “Butapyrin.”—An attempt was made to 
determine the effectiveness of phenylbutazone and “buta- 
pyrin” in cases in which cortisone had been or was being 
used. Four patients with rheumatoid arthritis were given 
these drugs while they were still receiving cortisone. One 
retained some degree of benefit while taking “butapyrin” 
only. The others derived no increased benefit from the 
simultaneous use of cortisone and these drugs. In fact 


resistant ankle edema developed in three during therapy 
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with the combined medication. Two other patients with 
rheumatoid arthritis were given “butapyrin” after cortj- 
sone was discontinued. No added benefits were noted. 
Two patients with ankylosing spondylitis and two with 
osteoarthritis received “butapyrin” after cortisone ther- 


TABLE 4.—Grade of Analgesic Response* in All Conditions 
0 1+ 2+ 3+ 4 


Placebo control, 87 Cases...........++.4: 78% 11% 1% 3% 0% 
Sodium gentisate,t 40 cases............. 57% 2% 0% 5% 
Sodium salicylate,t 37 cases............. 44% 18% 32% 8% 3% 
Aminopyrine,} 85 69% 8% 23% 8% 0% 
“Dautapyrin,” 148 24% 138% 2% AM 10% 
Phenylbutazone, 52 30% 2% 23% 227% 1i% 
Phenylbutazone and “Butapyrin” com- 

25.5% 10% 27.5% 24.5% 12.5% 


* Graded on basis of 0 to 4+; 0 indicates no response and 44 
maximum response. 

+t Sodium gentisate and sodium salicylate were administered in daily 
doses of 4 to 8 gm. 

+ Aminopyrine was administered in daily doses of 1.2 to 2.5 gm. 


apy was discontinued. Each of these claimed greater 
benefits from “butapyrin” than from cortisone. Of two 
patients with psoriasis with arthropathy, one was able to 
reduce the dosage of cortisone, and continued to have 
great pain relief with the added “butapyrin.” The other 
stopped ingestion of cortisone and derived moderate pain 
relief from “butapyrin.” One patient with gouty arthritis 
claimed greater benefit with “butapyrin” than with cor- 
tisone. 


TaBLE 5.—Analysis of Reactions and Toxicity to “Butapyrin” 
and Phenylbutazone 


Phenyl- 
“Butapyrin” butazone 
Gastrointestinal 


3 


Disturbed Water Balance 
Weight gain 5 lb. or more in one week..... 1 


Induration at site of injection.................. 
Abscess at site of injection.............seeseess 


* These reactions occurred in 38 of the 140 patients to whom “buta 
pyrin’’ was administered. 

+ These reactions occurred in 13 of the 52 patients to whom phenyl 
butazone was administered. 

t Three additional patients with compensated cardiac failure have 
reacted with cardiac decompensation since this report was submitted. 


The results in this very small group suggest that 
phenylbutazone may serve as a substitute and as a com- 
plement to cortisone therapy in some musculoskeletal 
conditions. Much more information is necessary, how- 
ever, to confirm this possibility. 

Characteristics of Phenylbutazone and “Butapyrin” 
Activity.—The latent period between the initiation of 
therapy and the appearance of appreciable relief was 
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short. Analgesia appeared in approximately one to three 
days. When objective signs of improvement occurred, 
they usually were noted in from about three days to one 
week. 

Once appreciable benefits were obtained, they rapidly 
reached a maximum, and the peak of improvement re- 
mained at a rather constant level throughout the period 
of drug administration, with only a few exceptions so 
far, up to 150 days in a small group. Improvement did 
not persist for a significant period after cessation of 
therapy. Most patients noted a return of symptoms within 
three days. 

Undesirable Reactions and Effects on Coincidental 
Disease.—A total of 103 undesirable reactions to phenyl- 
butazone and “butapyrin” occurred in 51 patients, 23% 
of those treated (table 5). The majority of these persons 
had multiple side-effects. Many of these were mild and, 
in spite of them, all but 22 of the patients were able to go 
on with the medication. All but five of the patients with 
nausea and vomiting continued the medication by taking 
alkalies or aluminum gels. 

A variety of cutaneous eruptions appeared, including 
erythematous, macular, vesicular, purpuric, and urti- 
carial lesions. Some of these were quite severe. None, 
however, persisted long when administration of the drug 
was stopped, and most responded to the use of antihista- 
minics. 

Weight gain of 5 Ib. (2.3 kg.) or more in one week 
was noted in 18 patients, with pitting edema of the ex- 
tremities developing in 12 of these. Diuresis occurred in 
all with discontinuance of therapy. In some the edema 
was controlled by salt restriction, ammonium chloride, 
and the use of mercurial diuretics. Leukopenia occurred 
in five patients. In two the drug was stopped with a 
prompt rise in the white blood count. In the others the 
white cell count returned to normal while therapy was 
continued. 

In addition to these and a number of miscellaneous 
reactions, there are included in our table several incidents 
that may or may not be related to the use of these prepa- 
rations. The activation of tuberculosis and a generalized 
Staphylococcus sepsis are unlikely effects from these 
drugs. In one patient acute myocardial infarction oc- 
curred, and in another, with known arteriosclerotic heart 
disease, signs of congestive heart failure appeared. One 
patient developed acute hepatitis while receiving “buta- 
pyrin” (120 tablets) for three weeks. Recovery was 
complete in about three weeks. The clinical picture was 
that of an infectious condition..No case of toxic hepatitis 
attributed to aminopyrine was found in a search of the 
literature. Whether this instance represents a reaction to 
“butapyrin” cannot be stated with finality. In fact the 
mere coincidence of this and some of the other untoward 
events during the use of phenylbutazone and “buta- 
pyrin,” as in all therapeutic investigation, does not neces- 
sarily establish a relationship. 

We must add that the development of positive cephalin 
flocculation, elevation of free cholesterol, and increased 
thymol turbidity in patients tested during a simultaneous 
study raise a question as to the effect of phenylbutazone 
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on the liver function of certain persons. The results of 
this study will be reported elsewhere. Whether these ab- 
normalities represent a hazard in outright liver disease 
cannot be deduced from the few cases observed by us so 
far. The accumulation of further experience and obser- 
vations undoubtedly will clarify some of the above reac- 
tions and data. 


SUMMARY AND CONCLUSIONS 

Phenylbutazone (butazolidin®) was administered to 
52 patients with painful musculoskeletal disorders, and 
“butapyrin” (a combination of aminopyrine and phenyl- 
butazone) to 140, in a “blindfold” therapeutic study, 
with a total of 200 trials. Our preliminary observations 
indicate that these drugs are superior analgesics in the 
painful, chronic, musculoskeletal conditions studied. So 
far our results show that they appreciably surpass the 
suppression of symptoms provided by salicylates, gen- 
tisate, and aminopyrine. 

“Antiarthritic” effects of notable degree were pro- 
duced in 23% of the cases of rheumatoid arthritis. As 
yet, in such a short period of observation, these benefits 
have not occurred often enough to indicate an impressive 
specific property of the drugs. We cannot at this time 
state whether the superior effects on function in ankylos- 
ing spondylitis and osteoarthritis represent a so-called 
“antiarthritic” action or merely an associated effect of 
analgesia. 

During the relatively short period of observation there 
were 51 undesirable or toxic reactions out of 200 trials 
of phenylbutazone and “butapyrin.” Although none of 
these was serious, it was deemed advisable, or became 
necessary, to interrupt therapy in 22 of the patients. 

The period of effectiveness of these drugs followed a 
short latent interval, and continued throughout their ad- 
ministration in our rather short-term observations, and 
during a variable, but usually brief, terminal period, once 
they were stopped. “Butapyrin” and phenylbutazone 
showed no special influence on either the sedimentation 
rate or the number of circulating eosinophils. Phenyl- 
butazone is preferable to “butapyrin,” because the possi- 
ble pharmacological hazard of aminopyrine is thereby 
eliminated. 


As a drug that might have a wide application, how- 
ever, the toxic potentialities of phenylbutazone will have 
to be determined from a much larger number of cases. 
The comparative safety of continuing administration for 
an indefinite time in these chronic painful conditions also 
must be decided after a much longer period of observa- 
tion. Until our information and experience are enlarged, 
phenylbutazone may be prescribed only with due regard 
for its known reactions and the present incomplete 
knowledge of its metabolic and other long-range actions 
and possibly untoward effects. 

In view of the favorable results and the generally mod- 
erate and controllable nature and frequency of reactions 
observed so far, these pyrazol derivatives may be re- 
garded as promising additions to our resources in the 
management of painful, chronic musculoskeletal dis- 
orders. 


121 E. 60th St. (Dr. Steinbrocker). ~ 
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ANTIHISTAMINES AS LOCAL ANESTHETIC AGENTS FOR 
URETHRAL MANIPULATION 


Raymond J. Fitzpatrick, M.D., Louis M. Orr, M.D. 


and 


F, James Stubbart, M.D., Orlando, Fla. 


Not infrequently patients are encountered who mani- 
fest sensitivity to local anesthetic agents. The urethral 
mucous membrane is a very effective absorbing surface, 
and poisoning has frequently occurred from the applica- 
tion of local anesthetics. The rapidity of absorption is 
well illustrated by the fact that the injection of 1% 
apomorphine into the urethra of the male dog results in 
vomiting in three to five minutes. In the past many pa- 
tients have been seen who demonstrated atopic responses 
to the extent that it became necessary to carry out 
urethral manipulations without the aid of any anesthetic 
agents. Having learned of the anesthetic action produced 
by the antihistamines when applied topically in other 
specialized fields of work such as gastroenterology and 
dentistry, we made an effort to determine their usefulness 
from the standpoint of surface anesthesia in the urologi- 
cal patient. 

PRIOR STUDIES 

Rosenthal and Minard ' are credited with being the 
first to demonstrate the anesthetic action of the anti- 
histaminic drugs. They noted that thymoxyethyldiethyl- 
amine (929 F), when injected intracutaneously or 
applied locally to the denuded skin in 1:200 dilution, 
produced local anesthesia similar to that obtained with 
1:100 dilution of procaine hydrochloride but of longer 
duration. Other experimental studies revealed that the 
antihistaminic drugs, when given orally or rectally in 
sufficient amounts to dogs, monkeys, and guinea pigs, 
generally abolished the pain responses of pinching, prick- 
ing, and cutting and raised the electrical threshold of the 
skin without, however, affecting that of somatic sensory 
nerve trunks. In human skin, anesthesia was noted over 
blebs produced by the intracutaneous injection of thym- 
oxyethyldiethylamine and N-phenyl-N-ethyl-N-diethyl- 
ethylene-diamine (1571 F), while none occurred when 
drugs were given subcutaneously. Dews and Graham * 
reported that pyrilamine (neo-antergan®) maleate, when 
given intracutaneously to guinea pigs, produced local 
anesthesia and that its local anesthetic potency is approxi- 
mately 3 times as great as that of procaine. 


The research department of Ciba Pharmaceutical Products, Inc., 
Summit, N. J., provided the crystalline tripelennamine (pyribenzamine®) 
hydrochloride and the pellets for urethral instillation used in this study. 

1. Rosenthal, S. R., and Minard, D.: Experiments on Histamine as 
Chemical Mediator for Cutaneous Pain, J. Exper. Med. 70: 415 (Oct.) 
1939, 

2. Dews, P. B., and Graham, J. D. P.: Antihistamine Substance 2786 
R. P., Brit. J. Pharmacol. 1: 278 (Dec.) 1946. 

3. Rosenthal, S. R.: Histamine as Possible Chemical Mediator for 
Cutaneous Pain: Dual Pain Response to Histamine, Proc. Soc, Exper. 
Biol. & Med. 74: 167 (May) 1950. 

4. Code, C. F.; Keating, J. U., and Leavitt, M. D., Jr.: Antihistamine 
Agents in Allergy: Mode of Action of Antihistaminic Agents in Skin, 
Ann. New York Acad. Sc. 50: 1177 (April 28) 1950. 

5. Landau, S. W.; Nelson, W. A., and Gay, L. N.: Antihistaminic 
Properties of Local Anesthetics and Anesthetic Properties of Antihista- 
minic Compounds, J. Allergy 22: 19 (Jan.) 1951. 

6. Moseley, V.: Use of Tripelennamine Hydrochloride (Pyribenzamine) 
as Topical Anaesthetic, Am. J. Digest. Dis. 15:410 (Dec.) 1948. 


Evidence accumulated to date indicates that histamine 
or a substance very like it, which is present in the skin, 
participates in or initiates the triple response that may be 
regarded as the response of defense by the skin to noxious 
stimuli and that histamine or a similar substance may 
actually be the chemical mediator or initiator of pain 
impulses from pain nerve endings in the skin.* Thus, one 
explanation is offered as to the possible role that the 
antihistamines play at pain nerve endings in the skin in 
the production of local anesthesia. 

Various experiments have been done in an effort to 
determine whether there is any relationship between 
anesthetic action and the antihistaminic effects. Several 
antihistamine preparations of similar molar concentra- 
tion were compared in an effort to determine the flare- 
reducing effects of the triple response of the skin to the 
introduction of histamine. (The flare is the diffuse ery- 
thema that surrounds the site of injection of histamine.) 
Experiments have shown that tripelennamine (pyribenz- 
amine*) hydrochloride and pyrilamine have the greatest 
flare-reducing qualities and that diphenhydramine (bena- 
dryl®) hydrochloride was intermediate between these 
two drugs; yet, it was found that all produced local anes- 
thesia in the skin when injected intradermally. Since the 
order of potency was the exact reverse of that noted for 
the flare-reducing actions of the drugs, the conclusions 
were drawn that the effect of the drugs on size of flare is 
not directly dependent on the anesthetic action in the 
skin.* 

A large number of antihistaminic drugs have been 
developed and studied, and apparently all of these com- 
pounds have a marked local anesthetic effect. No excep- 
tion to this rule has been noted to date. It has been 
concluded by separate groups of workers on the sub_ect 
that local anesthetics are anticholinergic and antih.sta- 
minic in their action. This explains the clinical effective- 
ness of procaine when used in the treatment of serum 
disease, urticaria, asthma, and penicillin reactions. There 
is a certain degree of cross relationship between the anti- 
histamines and the local anesthetic agents, although it has 
been definitely shown by various workers that the anes- 
thetic activity of the antihistaminic drugs is independent 
of the antihistaminic power. Landau, Nelson, and Gay * 
stated that all the antihistaminic drugs had an anesthetic 
effect that, measured on the guinea pig skin wheal for 30 
minutes, was from 2 to 2% times that of an equal cor- 
centration of procaine hydrochloride. Practically al 
investigators to date agree that the antihistamine com- 
pounds have from 2 to 4 times the anesthetic potency of 
procaine; and, while the effects last a shorter time, they 
do, nevertheless, persist for approximately an hour, 
which is sufficient time to make most examinations in? 
leisurely manner. In 1948 the publication by Moseley ‘ 
first reported formally upon the successful use of 1% 
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tripelennamine solution for topical anesthesia prior to 
gastroscopy in 30 patients. No undesirable side-reactions 
were noted. Reynolds, Kahn, and Levy? in 1950 re- 
ported on a series of 42 patients treated topically with 
solutions of diphenhydramine, pyrilamine, and tripel- 
ennamine prior to gastroscopy. (Tripelennamine was 
used in 33 instances. ) Results were excellent in the entire 
group, and no untoward effects were observed. Burn * 
points out that the pharmacologic work that has been 
carried out on antihistamine drugs in the last few years 
has shown that these are not highly specialized substances 
with unusual properties, as has been commonly believed, 
but that they share properties with well-known drugs 
such as atropine, quinidine, and meperidine (“pethi- 
dine”) hydrochloride and that these substances in their 
turn can exert an antihistaminic action. Thus, there is a 
wealth of experimental evidence to indicate the decidedly 
anesthetic potencies of various antihistaminic prepara- 
tions. With this evidence it was decided to determine their 
efficacy from the standpoint of local urethral anesthesia. 


PRESENT FINDINGS 

In urethral manipulations in the male it has been our 
custom to inject 4% piperocaine (metycaine®) hydro- 
chloride solution into the anterior urethra with a %4 oz. 
(8 cc.) urethral bulb syringe. The solution is retained in 
the urethra for approximately a five minute period by 
means of a penile spring clamp. In the passage of sounds 
a small-sized sound is chosen first and is liberally coated 
with 2% dibucaine hydrochloride (nupercainal*) oint- 
ment and, after being inserted, is permitted to remain in 
place for four to five minutes. This procedure will help 
to produce anesthesia proximal to the external sphincter; 
thus, the entire urethra is thoroughly anesthetized, and 
larger sounds may then be passed without pain. It is 
important to point out that the pain produced by the 
straightening of the normal S-shaped urethral curve by 
the introduction of rigid instruments into the bladder can 
be greatly abated by placing the patient in such a position 
as to obtain maximum perineal relaxation. In patients 
with short suspensory ligaments, a semierect or erect 
sitting position will many times permit the comfortable 
passage of instruments that, in the recumbent position, 
would be extremely painful or impossible. 

In the investigation of the anesthetic action of the anti- 
histaminics, the same preparation of the patient was 
carried out, as above described, with the exception that 
tripelennamine solution was substituted for the pipero- 
caine solution and tripelennamine ointment in turn 
substituted for the dibucaine ointment. To date we have 
used tripelennamine in 100 male patients, and the pro- 
duction of anesthesia in this manner has been uniformly 
eflective. Only those patients who had received a number 
of previous urethral dilatations under other forms of local 
anesthesia were chosen for the series. It was felt that they 
would be good witnesses of the comparative effects pro- 
duced by piperocaine and tripelennamine. 

Reynolds, Kahn, and Levy,’ using a 1% tripelenna- 
mine solution for anesthetization of the nose and throat 
prior to gastroscopy, observed burning in the mouth and 
throat in one-third of their series of 42 patients. This 
burning was of short duration and disappeared with the 
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production of anesthesia and the loss of the gag reflex; 
however, in two of their patients the burning continued 
throughout the examination even though the gag reflex 
was lost and the examination was done without discom- 
fort. It is to be noted that burning from tripelennamine 
is not uncommon upon mucosal surfaces even with a 
0.5% solution, and it appears to be an inherent char- 
acteristic not significantly altered even in the buffered 
nasal solution. 

Our experiences with the use of tripelennamine were 
similar to those of Reynolds, Kahn, and Levy. We ob- 
served that a number of patients complained of local 
burning upon instillation of the material and that the 
disappearance of the burning sensation could be used as 
an end point of anesthesia. In the first 50 patients, a 4% 
tripelennamine solution was used. There seemed to be a 
fairly high incidence of burning on instillation, and, 
therefore, in the second series of 50 patients it was de- 
cided to use only a 2% solution of the drug. The burning 
sensation produced was graded from a 1 to a 4+, and 
the type of burning response observed with both the 4% 
and the 2% solutions was tabulated, as shown. 


Patient Response 


Amount of Burning 4% Tripel- 2% Tripel- 
on Instillation ennamune ennamine 
50 50 


Of the 100 patients observed by us, only 18 com- 
plained of a degree of burning as high as a 2 to a 4+-. 
Of the 18, 15 patients had 4% tripelennamine, while only 
3 were given the 2% solution. Regardless of the fact that 
the antihistaminic burned on instillation in this number 
of patients, it was transitory in all but three, who com- 
plained of continued burning during and after injection, 
and these three had received the 4% tripelennamine solu- 
tion. In spite of the initial discomfort, which most patients 
admitted was not too unpleasant, all patients obtained = 
anesthesia. Sixty-one patients had no burning or just a a 
trace, and in all but three patients the burning sensation ie 
quickly disappeared. Fourteen patients stated that the 
antihistaminic anesthesia equaled that obtained with 
piperocaine, whereas four thought the latter was a little 
more effective. The other 82 patients stated that tripel- 
ennamine was far more satisfactory than piperocaine. 
The initial burning was considered to be not too unpleas- 
ant, and several of those who experienced this stated that 
they would rather have the initial burning in order to fF 
obtain the more complete anesthesia. As to other side- “he 
effects, four patients felt somewhat dizzy and lightheaded 
after treatment for a few minutes; but, of the four, three 
had had cystoscopic examinations, which makes it diffi- 
cult to decide whether the instrumentation or the medi- 
cation was responsible. One patient did telephone later, 
at his wife’s request, to inform us that by the time he 
arrived home some 20 minutes after leaving the office 


7. Reynolds, J.; Kahn, A. G., Jr., and Levy, J. S.: Use of Anti- 
Histaminic Drugs for Local Anesthesia for Gastroscopy, Gastroenterology sis * 
14: 535 (April) 1950. 

8. Burn, J. H.: Pharmacological Action of Antihistamine Compounds, 
Brit. M. J. 2: 691 (Sept. 23) 1950. 
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that he was so sleepy he had to lie down and take a nap. 
However, it is interesting to point out that the antihista- 
minics that are especially prone to cause sedation in 
therapeutic doses have higher minimal lethal doses than 
others that do not cause as much sedation. 

The oral median lethal dose (LD;) of tripelennamine 
ranges from 210 mg. per kilogram in mice to 570 mg. per 
kilogram in male rats. On the assumption that 5 cc. of a 
tripelennamine solution is injected into the anterior 
urethra, it would mean the delivery of 100 mg. (as 2% 
solution) or of 200 mg. (as 4% solution). Assuming 
complete absorption of that quantity, it still does not 
approach a toxic dose. Reynolds and co-workers * used 
an average of 30 cc. of 1% antihistaminic solution 
(tripelennamine) in 33 of 42 patients. They estimated 
that if the entire 30 cc. of the solution was absorbed it 
would amount to an orally administered dose of 300 mg. 
and that about one-half of the amount used, 150 mg., 
probably was absorbed. In their total series no recogniz- 
able reactions were observed in any of the patients. 

Several patients in our series had been receiving dila- 
tations without the benefit of anesthesia because of the 
development of reactions following the use of routine 
local anesthetic agents. The results with that segment of 
our statistical population were the most gratifying of the 
series. Phenergan® (10-[2-dimethylaminoisopropyl] 
phenothiazin) and diphenhydramine were used on sev- 
eral patients, and the same effective anesthetic action 
was produced. However, most of our work was done with 
tripelennamine, because it was found effective and be- 
cause of our general familiarity with the drug preparation 
for other uses. In the female it has been our custom to 
obtain urethral anesthesia by the insertion of a cotton 
swab liberally coated with a 10% cocaine jelly. The ap- 
plication of tripelennamine ointment to the urethra has 
been used in a number of patients for dilatation and has 
proved as effective as cocaine. However, if one contem- 
plates cystoscopy, a water soluble base should be used 
to prevent clouding of the lens by the greasy base of the 
ointment. In allergic cystitis, it may be instilled into the 
bladder, preferably in a 1% solution, for an antihista- 
minic as well as an anesthetic effect. 

In cystoscopic examinations in the office, we have usu- 
ally obtained anesthesia by the instillation of piperocaine 
solution into the anterior urethra and the deposition of 
piperocaine tablets into the posterior urethra by means of 
a Bransford-Lewis pill depositor. Many urologists, in 
cases of gross hematuria in which the bleeding is assumed 
to be urethral or prostatic in origin, hesitate to employ 
the usual anesthetic agents in the urethra because of the 
fear of their absorption into the general circulation with 
subsequent anaphylactic reactions. However, as was 
pointed out above, even if the entire quantity of tripelen- 
namine solution injected should be absorbed into the cir- 
culation, it would be far below the lethal dose; thus, a 
further indication for its use is clear-cut and of demon- 
strated value. Available for this study were 20 mg. pellets 
of tripelennamine of a size permitting instillation into the 
posterior urethra. They were found to be highly satis- 
factory. When cystoscopic examination is required in the 


9. Hayward, J. C.; Orr, L. M., and LaGuette, H. F.: Local Anesthesia 
in the Male Urethra, J. Urol., to be published. 


J.A.M.A.,, Nov. 15, 1952 


presence of active bleeding, these pellets are now used 
and the procedure is performed in the office without 
hesitation under the anesthesia thus obtained.° 


SUMMARY AND CONCLUSIONS 

The results of our clinical trial of tripelennamine (pyri- 
benzamine®) hydrochloride as a local anesthetic agent 
in 100 cases are presented. Of the 100 patients in whom 
the antihistaminic solutions were used, only 4 thought the 
anesthesia obtained with piperocaine (metycaine*) hy- 
drochloride was better. Fourteen stated the anesthesia 
equaled that of piperocaine, and the other 82 felt that it 
was more effective. Although tripelennamine solution 
produces some local initial burning on instillation, this 
is usually transitory, and effective anesthesia was ob- 
tained in all of the patients. We have abandoned the use 
of 4% tripelennamine because of the high incidence of 
initial burning on introduction, since the 2% solution 
used in 50 cases produced burning rated from 2 to 4+ 
in only three patients and has been found entirely 
adequate for the usual urethral manipulation. Since the 
original compilation of statistical data for this report, 
we have used the 2% tripelennamine solution in hundreds 
of other patients without informing them that a new 
preparation was being used. To date no one in this group 
has complained of burning, which is good evidence that 
the initial burning is not too unpleasant. 

The use of tripelennamine as a local anesthetic agent 
is not suggested as a substitute for all the various anes- 
thetics that have been time-tested and proved of great 
value. However, particularly for the patient who demon- 
strates an idiosyncrasy to the usual agents, another drug 
is now available that will produce excellent anesthesia 
and that is, of its very essence, antiallergic in nature. Also, 
its use in cases of active bleeding is clearly indicated when 
a cystoscopy is a necessary part of the clinical examina- 
tion. Solutions of tripelennamine are stable on standing 
and can be sterilized by boiling or autoclaving. If this use 
of solutions and of the special pellets becomes general, it 
is probable that they will be made available commer- 
cially; meantime, they can be obtained for clinical inves- 
tigative purposes. 

In the future we intend to have available at all times 
solution, ointment, and pellets of tripelennamine. At the 
time of this writing we are using these preparations ex- 
clusively for urethral anesthesia and whenever they may 
be indicated for patients who show sensitivity to the usual 
topical anesthetic drugs. The results of our extended in- 
vestigation will be the subject of a future report. 


1300 Kuhl Ave. (Dr. Fitzpatrick). 


A New Era of Medicine.—For nearly a century, . . . [medicine] 
. . . has been preoccupied with the form and the machinery of 
man; and it has retired from the community, and focused upon 
what could be carried into this retirement, the unclothed human 
body. You might call the period from Claude Bernard down to 
the present the era of internal milieu, and the period we até 
about to enter the era of the external milieu. For, just as the uni- 
versities have discovered that the campus extends out into the 
community—the state, the nation, and beyond —so medical 
schools and hospitals are discovering that their domain reaches 
out as far as their patients’ lives reach, and that etiology, diag- 
nosis, therapy, and prognosis cannot be divorced from the sick 
man’s society and his culture——Norman Cameron, M.D., The 
Other Half of Medicine, The American Journal of Psychiatry, 
August, 1952. 
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WHAT IS A MEDICAL EMERGENCY? 


Robert D. Potter, M.A., New York 


The advent of the various 24 hour emergency call 
plans, sponsored by numerous county medical societies 
throughout the nation, is one of the major advances of 
public service projects by organized medicine. The plans 
overcome criticism that a physician is not available for 
emergency house calls. The swift growth of such emer- 
gency call plans has been described by the Council on 
Medical Service of the American Medical Association.* 

Because of its geographic location on the island of 
Manhattan of the City of New York, the Medical Society 
of the County of New York probably handles the greatest 
volume of emergency medical calls of any county society 
in the country. In addition to 2,000,000 permanent resi- 
dents of Manhattan, some 17,000,000 persons visit the 
city annually as transients. Most of the latter stay in Man- 
hattan hotels. In the calendar year of 1951, more than 
4,500 house calls were made by 250 physicians of the 
Doctor’s Emergency Service (D. E. S.) panel. It required 
over 18,000 telephone calls, in and out of the switch- 
board, to service this flood of emergency requests. Such 
emergency calls are requests for a private physician to 
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Fig. 1.—Hourly distribution of calls in a typical month. 


make an emergency house call for a fee. They are not to 
be confused with the standard type of telephone-answer- 
ing service for physicians that some county medical so- 
Cleties operate. 

In New York County the D. E. S. has a thorough fol- 
low-up system concerning diagnosis and disposition of 


each case. The answering service (Teleanserphone) sup- 
plies information on the original emergency request and 
gives the time of the call, the patient’s statement of the 
illness, and the names of the physicians contacted in rota- 
tion until one accepts the specific call. In addition, how- 
ever, the physicians on the emergency panel are required 
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CIRCLED DAYS SHOW WEEKEND PEAKS 
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Fig. 2.—Daily distribution of calls in a typical month. Upright column 
represents number of calls made. 


within one week to file with the society a diagnosis and 
disposition report on each case handled. Where the pa- 
tient says he has a family physician but could not reach 
him, such diagnosis and disposition information is trans- 
mitted to the family physician to follow up on his own 
patient. This information thus protects the family phy- 
sician. 

The diagnosis and disposition information has one 
additional and very useful purpose, however. It supplies 
factual information, on a statistically sound volume of 
cases, to answer that nebulous question, “What does the 
patient think is a medical emergency?” Many a medical 
society, in considering the establishment of a 24 hour 
emergency call service, raises that very question. Many a 
physician will argue that such emergency service need 
not be established, since the patient, as a layman, does 
not recognize a medical emergency when he sees one, ex- 
cept in major accident cases. A study of the emergency 
cases (with diagnosis given by the attending physician) 
is possible in the D. E. S. plan of our society. Here re- 
ported is the diagnosis breakdown on 2,461 consecutive 
“emergencies” encountered over a period of approxi- 
mately eight months from Aug. 1, 1951, to April 1, 1952. 
Also revealed, though it is anticipated information, is the 


Executive Secretary, Medical Society of the County of New York, and 
Director of Doctor’s Emergency Service. 

1. Planning for Emergency Medical Calls, report of Council on Medi- 
cal Service, Chicago, American Medical Association, 1949. Emergency 
Medical Call Programs, report of Council on Medical Service, J. A. M. A. 
148: 491 (Feb. 9) 1952. 
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typical distribution of emergency medical calls by hours 
of the day and night and by days of the week. As one may 
expect, the peak volume of emergency calls comes be- 
tween the hours of 9:00 p.m. and 2 a.m. (fig. 1). 


Type of Illness Reported by No. of Percentage 
Attending Physician * Cases of Total 

497 20 

209 8.5 
142 5.7 
136 5.5 


* Thirty-two patients (1.3%) were dead on arrival of the physician. 


Likewise, the greatest number of requests comes over 
weekends and on holidays when the family physician 
may not be available (fig. 2). The table shows the types 


J.A.M.A., Nov. 15, 195) 


of disorders encountered by attending physicians g 
Doctor’s Emergency Service in 2,461 consecutive emer. 
gency calls. 

SUMMARY AND CONCLUSIONS 

1. It is apparent that the requests of patients for 24 
hour emergency medical care are for legitimate medica] 
reasons. The number of hypochondriacs or persons with 
trivial requests for emergency medical care is not exces. 
sive. Before a patient will apply for emergency medica| 
care, he is really ill. His judgment as to the seriousness 
of the illness is usually justified. 

2. The majority of emergency calls during any given 
day falls between the late evening and early morning 
hours of 9:00 p.m. to 2:00 a.m. 

3. The majority of emergency calls during any given 
month occurs on weekends and holidays. 

4. Twenty-four hour emergency call plans operated 
by county medical societies perform a most useful public 
service. 


EFFECT OF HYALURONIDASE ON URINE AND ITS POSSIBLE 
SIGNIFICANCE IN RENAL LITHIASIS 


Arthur J. Butt, M.D., Pensacola, F la., Ernst A. Hauser, Ph.D., Cambridge, Mass. 


Joseph Seifter, M.D., Philadelphia 


In 1950, one of us (A. J. B.) observed that subcu- 
taneous injections of hyaluronidase (wydase®*), mixed 
with isotonic sodium chloride solution, resulted in clear- 
ing of urine in patients who previously had turbid urine 


with much sedimentation. The effect of hyaluronidase. 


was manifest within 30 minutes after injection and 
persisted for 24 to 72 hours.’ In attempting to estab- 
lish a mechanism by which hyaluronidase produces this 
effect, we examined urines under a microscope equipped 
with a standard dark-field condenser to ascertain whether 
hyaluronidase caused a change in the colloid chemical 
condition of the urine under investigation. Preliminary 
observations appeared to establish a correlation between 
the injection of hyaluronidase and the number of col- 
loidal particles discernible in the urine sample. Certain 
colloidal phenomena (e. g., adhesion) made the statisti- 
cal validity of this method questionable. In addition, 
considerable dispute as to the significance of such exami- 


This work was aided by a grant from Wyeth, Incoporated, Philadelphia. 

Read before the Section on Urology at the 101st Annual Session of 
the American Medical Association, Chicago, June 10, 1952. 

From the Butt Medical Foundation, Pensacola, Fla. (Dr. Butt); the 
Massachusetts Institute of Technology, Cambridge, Mass., and the 
Worcester Polytechnic Institute, Worcester, Mass. (Dr. Hauser); Wyeth 
institute of Applied Biochemistry, Philadelphia (Dr. Seifter). 

1. Butt, A. J.: Influence of Protective Urinary Colloids in Prevention 
of Renal Lithiasis: Preliminary Report, J. Florida M. A. 37: 711-713 
(May) 1951; Role of Protective Urinary Colloids in Prevention of Renal 
Lithiasis, J. Urol. 67: 450-459 (April) 1952. 

2. (a) Butt, A. J., and Hauser, E. A.: The Importance of Protective 
Urinary Colloids in the Prevention and Treatment of Kidney Stones, 
Science 115: 308-310 (March) 1952. (b) Butt, A. J., and Hauser, E. A.: 
Urinary Colloids in Prevention of Kidney-Stone Formation, New England 
J. Med. 246: 604-607 (April) 1952. (c) Butt, A. J.; Hauser, E. A, and 
Traina, V.: Traitement médical de la lithiase rénale en provoquant 
Y’accroissement des colloides protecteurs urinaires par |’hyaluronidase, 
Presse méd. 60: 106-108 (Jan.) 1952. 


nation is already apparent. Since that time, however, one 
of us (E. A. H.) has developed a technique of preparing 
urine samples for examination with the Leitz “Ultropak” 
microscope. With this method he has been able to offer 
visual proof that the injection of hyaluronidase results 
in the release of a protective colloid into the urine, which 
not only disperses crystalline matter already present but 
also inhibits the formation and growth of new crystalline 
matter.* 


Since, in the initial studies, the addition of hyaluroni- 
dase to voided urine did not bring about the same altera- 
tion in colloidal properties that the injection of hyaluroni- 
dase did, one of us (J. S.) suggested that hyaluronidase 
acted indirectly by releasing hyaluronate from the site 
of injection and that further amounts of hyaluronate wert 
excreted into the urine during the period of restoration 
of hyaluronate at the site of injection.* We have since 
established that the potassium hyaluronate is a powerful 
peptizing and dispersing agent. The evidence thus far is 
very suggestive that a hyaluronidase substrate is a con- 
ponent of normal urine and that it plays an important 
part in maintaining the proper colloid-crystalloid bal- 
ance. It is generally accepted, although not conclusively 
proved, that the formation of kidney stones is the result 
of an unbalance of the colloidal and crystalloida! matter 
present in the urine. Since hyaluronidase seems to inflv- 
ence this balance, an investigation of the possibilities 
offered by employing hyaluronidase as a therapeut- 
agent in the treatment and prevention of renal calcul 
seemed to be of interest. In this paper we shall report 0° 
the therapeutic application of hyaluronidase. 
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METHOD OF EXAMINATION FOR PROTECTIVE 
URINARY COLLOIDS 

Clinical, laboratory, and x-ray procedures usually em- 
ployed for investigating patients with kidney stones 
are carried out, with the exception that cystoscopic ex- 
aminations and retrograde pyeloureterograms are not 
performed if it is possible to obtain all necessary infor- 
mation without these measures. Bleeding or exudate 
formation may nullify the accuracy of the protective 
urinary colloid determination. Excretory radiographic 
studies are routinely made when renal function is ade- 
quate. The patient is instructed to eat and drink normally 
until the morning of examination. He is then instructed 
to drink 400 cc. of water two hours before the examina- 
tion, which begins at 9 a. m. After this, he drinks water 
as desired. In both males and females the urine is ob- 
tained aseptically, from the male in the second glass 
specimen of a two glass test and from the female by 
catheterization with a small catheter. The specimen is 
shaken and four portions poured off: 5 cc. for ultra- 
microscopic examination, 5 cc. for surface tension deter- 
mination, 5 cc. for sediment and turbidity tests, and 5 cc. 
for ultraphotomicrographic studies. 

All quantitative determinations of surface tension are 
made with the pendant drop method,‘ because this tech- 
nique is the only one that permits the most accurate 
evaluation of the surface tension of protective colloid 
solutions with a minimum amount of sample needed. 
This technique has offered for the first time indisputable 
evidence that increased protection due to urinary col- 
loids results in a decrease in urine surface tension. 

The degree of turbidity is determined qualitatively. 
This is accomplished by placing a sample of urine in a 
clean test tube and allowing the specimen to settle for 
one hour at room temperature. Zero turbidity represents 
a perfectly clear sample. Turbidity is classified as 1 to 4 
degrees, the latter representing the most turbid urine. The 
sediments are graded qualitatively also. 

Ultraphotomicrographic studies are made with the 
Ultropak microscope.® The urine to be studied must be 
thoroughly agitated prior to placing a few drops on a 
clean microscope slide, so as to assure that the sample 
is representative of the total urine. If the urine should 
not spread uniformly over the slide, this can be achieved 
by spreading it over with a clean glass rod. Any excess 
urine can then be removed by giving the slide one or two 
rapid swings. The slide, now covered on one side with a 
thin film of liquid urine, is then placed in a sterile com- 
partment of a drying oven heated to not over 70 C. It is 
allowed to remain there until a dry film covers the sur- 
face of the slide. Then the slide is placed under the Ultro- 
pak microscope, and the entire field is inspected by the 
use of a magnification not exceeding 150 X. This will 
permit the observer to locate the most characteristic zones 
of the slide and then to study these with a higher magni- 
fication. It has been found that most of the preparations 
will give an absolutely clear ultramicroscopic picture up 
to a magnification of 500 . Since a dried film of a pro- 
nouncedly hydrophilic colloid is being dealt with and 
since the morphology of the deposited structure is likely 
to undergo changes if subjected to pressure, it is not 
advisable to cover the slide with a glass and use oil im- 
merson objectives. Since the Ultropak microscope is 
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based on ultramicroscopic illumination, this magnifica- 
tion is sufficient to reveal the presence of the smallest 
colloidal particles, i. e., approximately 50 mz. 

If the urine is clear, with little or no sediment, and if 
there is a history of recurring attacks of assumed primary 
stones (that is, due to an inherent deficiency of protective 
colloids), the basic protective urinary colloid levels are 
determined by surface tension studies, and ultraphoto- 
micrographic studies are made when further information 
is required.* In this first type of case 150 turbidity reduc- 
ing units (T. R. U.)* of hyaluronidase, mixed with 1 ce. 
of isotonic sodium chloride solution, is injected subcuta- 
neously and the protective urinary colloid level subse- 
quently determined. If 150 T. R. U. of the drug is insuffi- 
cient to increase the concentration of protective colloids 
to achieve the desired effect, 300 T. R. U. is given and, 
if indicated, even greater amounts. 

If there is presence of blood, gross urinary infection, 
turbidity with much sediment, or if the stones are rapidly 
recurring and are presumed to be due to infection, the 
clearing effect of hyaluronidase on the turbidity and 
sediment is the principal method of determining hyalu- 


HOURS 


Effect of hyaluronidase on urine: A series of uncentrifuged specimens, 
Showing decrease in turbidity and sediment after single subcutaneous 
injection (300 turbidity reducing units) of hyaluronidase. The specimens 
were collected at varying intervals over a period of 24 hours, with 
clarification occurring as soon as 30 minutes after injection (see contrast 
between tubes A and B). Maximum effects are evident in tubes D and E. 


ronidase requirements. In this second type of case, the 
initial injection of hyaluronidase contains 300 T. R. U. 
Specimens are collected at intervals of 30 minutes, 1 
hour, 2 hours, 4 hours, 8 hours, 12 hours, 16 hours, 
24 hours, and, if increased protection of urinary colloids 
is still present, 48 hours and 72 hours. The clearing effect 
on the turbidity and sediment are noted (see figure). 


3. (a) Butt, A. J.; Hauser, E. A.; Seifter, J., and Perry, J. Q.: 
Renal Lithiasis: A New Concept Concerning Etiology, Prevention and 
Treatment, South. M. J. 45: 381-388 (May) 1952. (6) Butt, A. J.; Hauser, 
E. A., and Seifter, J.: Medical Management of Renal Lithiasis: Increasing 
Protective Urinary Colloids with Hyaluronidase, California Med. 76: 
123-129 (March) 1952. (c) Butt, A. J.; Hauser, E. A., and Seifter, J.: 
Renal Lithiasis: Its Treatment and Prevention by Increasing the Protective 
Urinary Colloids with Hyaluronidase, J. M. A. Georgia 41: 185-190 
(May) 1952. 

4. Andreas, J. M.; Hauser, E. A., and Tucker. W. B.: Boundary 
Tension by Pendant Drops, J. Physiol. Chem. 42: 1001-1019, 1938. 

5. Hauser, E. A., and le Beau, D. S.: Microscopic Studies of Lyogels: 
Ultra-Iliumination by Incident Light, Indust. & Engin. Chem. 37: 786-789 
(Aug.) 1945. 

6. Butt and Hauser.** Butt, Hauser, and Seifter.*» 

7. T. R. (turbidity reducing) unit of hyaluronidase is the amount that 
will in 30 minutes reduce the turbidity produced by 0.2 mg. cf hyaluronic 
acid (mixed with acidified serum) to that produced by 0.1 mg. under 
standard conditions. 
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In the average patient with uninfected urine in which 
the stone is considered to be primary, injections of 150 
to 300 T. R. U. of hyaluronidase every 24 to 48 hours 
will produce a pronounced increase in protective urinary 
colloids. In the presence of infection, especially due to 
streptococci, staphylococci, pyocyanei, and protei, it is 
frequently necessary to give 300, 600, or 900 T. R. U. 
daily in order to obtain satisfactory response. Occasion- 
ally we have found it necessary to employ up to 1,800 
to 2,400 T. R. U. daily. 


HYALURONIDASE THERAPY IN RENAL LITHIASIS 

As has been pointed out, an adequate dosage of hyal- 
uronidase is essential for successful therapy, because an 
inadequate dosage might result in the exact reverse of the 
intended purpose. The reason for this is known to colloid 
chemists as the phenomenon of sensitization. The results 
of systematic research now being carried out in this re- 
spect as well as suggestions on how one can best deter- 
mine adequate dosage will be reported in a forthcoming 
publication. In contrast to many other medications, an 
overdose of hyaluronidase does not produce adverse 
effects. 

The site of injection of the drug should be changed 
so that the same area is not injected oftener than every 
fourth day. Following injection of hyaluronidase, in 
about 75% of patients the urine will remain clear and 
free of sediment as long as sufficient protective colloids 
are present. When the level of protective colloids begins 
to decrease, the urine becomes more turbid and sedi- 
mentation recurs. 

Kidney, ureter, and bladder and excretory urograms 
are made every one to two months in order to determine 
whether formation and growth of stones has been con- 
trolled. At intervals of three to four months the hyaluron- 
idase requirements are restudied and the dosage adjusted, 
if necessary. 

Twenty-four patients in whom stones had formed 
rapidly have been followed for a peroid of 11 to 21 
months. X-ray studies made every 30 to 60 days reveal 
that there has been no new stone formation or growth 
of existing stones in 19, or 79%. The first 12 patients 
had multiple bilateral, rapidly developing calyceal stones 
or multiple calyceal stones in a solitary kidney and had 
passed numerous stones at regular intervals over a period 
of week or a few months. In these patients no regimen 
of therapy had been effective in reducing the formation 
or reformation of stones before hyaluronidase therapy 
had been instituted. Subcutaneous injection of 150 
T. R. U. of hyaluronidase, mixed with 1 cc. of isotonic 
sodium chloride solution, was regulated individually. 
The average patient received an injection once every 24 
to 48 hours, so that an increase in the concentration of 
protective colloid of the urine was maintained. In each 
case an investigation was made regarding all known 
etiological factors relating to stone formation. At the 
time of writing, these patients had been on hyaluron- 
idase therapy for from 18 to 21 months, and no other 
form of therapy for renal lithiasis had been employed. 
In 8 of these 12 patients, or 66.6%, no new stone for- 
mation or growth of existing stones occurred when the 
drug was taken properly, as evidenced by roentgeno- 
grams taken at 30 to 60 day intervals. In those patients 
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who responded to the drug, there was no further Passage 
of stones as long as the drug was administered correctly, 

A second series of 12 patients had been observed for 
a period of 11 to 17 months. These patients had multiple 
bilateral, rapidly recurring calyceal calculi, multiple caly- 
ceal calculi in a solitary kidney, multiple bilateral large 
or staghorn type stone, or multiple large or staghorn 
type calculi in a solitary kidney. All patients in this group 
received larger doses of hyaluronidase initially, averag- 
ing 300 to 600 T. R. U. every 24 to 48 hours. In 11 of 
the 12 patients, 91.7%, there had been, at time of this 
writing, no new stone formation or growth of existing 
stones, as evidenced by x-ray studies made at 30 to 60 
day intervals. Where there had been passage of stones 
at one time, no further stones were passed. 

In 4 of 24 patients, 16.6%, the size of the stones be- 
came smaller and less dense, as was demonstrated by 
roentgenograms. Generally, the smaller the stone ini- 
tially, the more effective hyaluronidase is in preventing 
its growth. Here, as in the colloidal range, the effect of 
total surface area in relation to mass is highly important. 
In these groups of patients, only hyaluronidase therapy 
was used when attempting to determine the effectiveness 
of this drug alone. Now, again, we employ all of the 
usual accepted measures for combating stone formation. 


SUMMARY 

Subcutaneous injection of hyaluronidase, mixed with 
sotonic sodium chloride solution, pronouncedly increases 
the protective urinary colloids and causes clearing of 
turbidity and sediment in the urine of the majority of 
persons studied. Methods of determining protective uri- 
nary colloids are outlined, and a regimen of hyaluron- 
idase therapy for patients subject to renal lithiasis is 
presented. The dosage of hyaluronidase varies from 150 
to 900 turbidity reducing units every 24 to 48 hours. 
Hyaluronidase therapy has been effective in preventing 
calculous formation or reformation during a period of 11 
to 21 months in 19 of 24 patients, 79%, in whom kidney 
stones previously formed at a rapid rate. 
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Allergic Rhinitis—Sufficient stress already has been given to 
the necessity of differentiating between recurrent infectious-type 
colds and allergic rhinitis, since their treatment differs so radi- 
cally. One should always suspect allergy in a patient with fre- 
quently recurring colds, particularly in children, and especially 
if they appear in the summer time during the pollinating sea- 
sons. A frequent source of confusion are so-called “colds” affect- 
ing the upper or, at times, the lower respiratory passages and 
appearing when the seasons change in late September or during 
March. These usually are regarded as infectious and treated 
accordingly. However, their simultaneous appearance in large 
numbers of totally unrelated individuals without close contact, 
as well as other characteristics, would seem to indicate that this 
is related to the atmospheric changes prevalent with seasonal 
change. Many patients make good weather vanes; they can tell 
the onset of approaching bad weather with an accuracy some- 
times greater than the weather man. This may perhaps be 4 
form of physical allergy, but we know little or nothing of its 
mechanism. However, appreciation of its existence by the prac- 
titioner would help to prevent a lot of unnecessary local nasal 
or general antibiotic treatment often given to such patients I0 
the belief that the condition is due to infection —Louis Tuli, 
M.D., Allergy Problems in General Practice and Their Man- 
agement, American Practitioner and Digest of Treatment, Sep- 
tember, 1952. 


Vol. 


TI 
inclu 
cheel 
the n 
lips 
been 


Ini 
all h 
is in 
quen 
This 
cessil 
treat 
when 
of the 
ical a 
blood 
one ¢ 
mark 
early | 
these 
embo! 
it is es 
also te 

The 
maligi 
physic 
ged te 
syphil 
or chi 
and o 
aberra 


area tc 
of tims 
the pa 
the ma 
other h 
the che 
tumors 
tunatel 
or earl 
gingiva 
periods 
ulcer, 
Mali 
mouth, 
the dee 
mouth, 


| 

= 

4 

te 

HISTO] 
= Squ 
95% 
: they ir 
or har 

& 


Vol. 150, No. 11 


1099 


TREATMENT OF INTRAORAL CANCER 


James W. Hendrick, M.D., San Antonio, Texas 


Grant E. Ward, M.D., Baltimore 


This discussion of malignant tumors of the oral cavity 
includes carcinoma of the mucous membrane of the 
cheeks, gingiva, soft and hard palates, tongue, floor of 
the mouth, faucial pillars, and tonsils. Carcinoma of the 
lips and tumors of the jaws, benign and malignant, have 
been discussed in previous communications. 


INCIDENCE AND ETIOLOGICAL FACTORS 
Intraoral cancer accounts for approximately 8% of 
all human malignant disease.* The greatest incidence 
js in the fifth and sixth decades; men are more fre- 


quently affected than women, in a ratio of five to one.. 


This group of malignant diseases, because of their ac- 
cessibility, should be diagnosed early and adequate 
treatment instituted; however, the larger percentage, 
when seen by the oncologist, are advanced. Each group 
of these diseases produces a somewhat different biolog- 
ical and therapeutic problem, depending on location, 
blood supply, and lymphatic spread. There is, however, 
one common factor consistently found in all but less 
marked in cancer of the upper gingiva and palate: the 
early production of cervical metastasis. In most instances 
these malignant diseases are disseminated by lymphatic 
embolism and not by the blood stream; consequently, 
it is essential not only to eradicate the primary lesion but 
also to direct attention to the lymph node drainage area. 

There is probably some causal association of oral 
malignant disease and oral sepsis, biochemical * and 
physical trauma, i. e., ill-fitting dentures, rough and rag- 
ged teeth, a rim of tartar around the gums, tobacco, 
syphilis, or benign lesions such as broad base papillomas 
or chronic leukoplakia. Adenocarcinomas, sarcomas, 
and occasionally squamous cell carcinomas originate in 
aberrant salivary tissue.° 


HISTOPATHOLOGICAL FINDINGS AND LYMPHATIC SPREAD 


Squamous cell carcinoma accounts for approximately 
95% of intraoral malignancies.* These tumors, when 
they involve the mucous membrane of the gingiva, soft 
or hard palate, grow rather superficially at first from one 
area to another and remain superficial but after a period 
of time perforate and extend into the antrum, bone of 
the palate and gingiva or, if located near the angle of 
the mandible or maxilla, into the pterygoid fossa. On the 
other hand, those that occur on the mucous membrane of 
the cheek frequently produce large verrucose, polyp-like 
tumors so bulky that they may almost fill the mouth. For- 
tunately, this type does not produce extensive infiltration 
or early metastasis. Frequently a cancer involving the 
gingiva and hard palate may be obscured for indefinite 
= of time by a denture and be considered a trophic 
ulcer, 

Malignant lesions involving the tongue and floor of the 
mouth, as a group, begin as ulcers and early infiltrate 
the deeper structures of the tongue and/or floor of the 
mouth. A résumé of the anatomy of the tongue shows 


that the anterior two-thirds, i. e., from the anterior ton- 
sillar pillar and circumvallate papilla forward, arise from 
the first and second branchial arches * and are covered 
with ectoderm, whereas the posterior third or root arises 
from the third and fourth arches and originates from 
entoderm. Malignant lesions arising on the anterior two- 
thirds, in most instances, are well-differentiated squa- 
mous cell carcinomas, while those on the posterior third 
are more anaplastic, less well differentiated, metastasize 
earlier, and are more sensitive to irradiation therapy. 
Adenocarcinomas originate in embryonic epithelium 
destined to form mucous or salivary glands *; therefore, 
they may be encountered any place in the mouth where 
salivary tissue or mucous glands are found. 

An understanding of the lymphatic drainage of the 
mucous membrane of the mouth permits a more accurate 
examination for metastases. This has been reviewed in a 
previous communication and only a résumé will be given 
here.” The lymphatics from the posterior portion of the 
cheek drain to the parotid nodes; those from the anterior 
portion enter the submaxillary nodes and the nodes at 
the angle of the mandible. The deep lymphatics of the 
cheek drain into the facial nodes; the lymphatics from 
the lower gingiva unite into several chains, pass over the 
outer surface of the mandible opposite the last molar 
tooth, and enter the nodes in the submaxillary area. The 
lymphatics of the palate are continuous laterally with 
those of the upper gums and enter into several chains, 
pass backward to the superior constrictors of the pharynx, 
and enter the deep cervical nodes along the internal 
jugular vein above the posterior belly of the digastric 
muscle. Some lymphatics of the soft palate and nasal 
mucous membrane extend backward through the su- 
perior constrictors of the pharynx into the retropharyn- 
geal nodes, while others pass out beneath the mucous 
membrane of the posterior pillars of the fauces to the 
deep superior cervical nodes. Metastases to the lymph 
nodes in the drainage area from primary malignant dis- 
ease of the soft and hard palate, upper gingiva, and buc- 
cal mucous membrane occur late in most instances. 

It has been pointed out in previous communications 
that the lymphatics of the floor of the mouth, lower gin- 
giva, and tongue, except the anterior tip, pass through 
the periosteum of the mandible on their way to the nodes 
in the submandibular area. Metastases from the lower 
gingiva, tongue, floor of the mouth, and tonsils occur 
extensively and with great rapidity. Ward ** observed 
years ago that the mandible is involved early in carci- 
noma of the tongue and floor of the mouth. This fact 
must be appreciated in the treatment of both the pri- 
mary cancer and the lymph node drainage area. 


Because of space limitations the bibliographic references have been 
omitted from THE JOURNAL and will appear in the authors’ reprints. 

Read before the Section on Surgery, General and Abdominal, at the 
101st Annual Session of the American Medical Association, June 10, 1952. 
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Jackson and New "° report that 26% of their patients 
with intraoral cancer had metastases on admission, all 
of which were limited to the side of the neck on which 
the primary lesion occurred except one, which was bi- 
lateral. Simmons,"' reporting 387 cases of buccal mucous 
membrane cancer, states that 68% of his group had 
metastases to the lymph drainage area on admission. 
Martin and associates '* report that 56% of their group 
had no palpable lymph nodes at the time of admission; 
however, 51% of the entire group had metastases at one 
time or another. Two patients in the series had bilateral 
metastases to the submaxillary area, and two others had 
extension of the disease below the clavicle. Our observa- 
tions have shown that grade 1 squamous cell carcinoma 
of the palate, mucous membrane of the cheek, and upper 
gingiva metastasizes rather late; however, the higher his- 
tological grades of tumors, especially of the buccal 
mucous membrane of the cheek and lower gingiva, 
metastasize early in at least 40% of cases. Morrow ** 
reports that, even though lymph nodes are not clinically 
involved in cancer of the tongue, metastases are present 
in 39% of cases and when the lymph nodes are clinically 
involved, metastases are present in 52%. 


SYMPTOMS AND CLINICAL BEHAVIOR 

The entire oral cavity must be carefully examined 
with good visualization to detect early malignant disease. 
Any thickened area or ulceration with a soft or hard 
base should be palpated with the gloved finger. A lesion 
persisting in the mouth over a period of three or four 
weeks should have adequate biopsy. In most instances, 
the gross appearance of the cancer permits a diagnosis. 
Carcinoma occurring along the posterior third of the 
tongue or the occlusional line of the buccal mucous 
membrane is painful early owing to associated indura- 
tion, infection, and trauma, with resultant inability to 
masticate food and swallow normally. When a buccal 
cancer infiltrates the buccinator, masseter, and pterygoid 
\ muscles, trismus results. It is essential to determine by 
i roentgen examination if there is bone invasion in ex- 
tensive malignant lesions occurring on the soft or hard 
palate or gingiva. Lymph nodes in the drainage area 
must be carefully palpated to determine if they are in- 
volved. Since oral cancer often remains localized to the 
mouth and lymph node drainage area, even in advanced 
stages, it is essential to eradicate the involved lymph 

nodes, as well as the primary lesion, to effect a cure.’ 


THERAPY 
The choice of treatment of intraoral malignant disease 
depends on the location of the tumor, its size, extent, 
histological classification, the age and general physical 
condition of the patient, lymph node involvement, and 
whether the treatment is to be curative or palliative. 
The poor hygienic condition of the mouth present in a 
large percentage of patients with intraoral malignant 
disease must be corrected, infected teeth removed by a 
dentist, and the remaining teeth cleaned before therapy is 
administered. Warm saline mouth washes used several 
times daily are beneficial. 
Irradiation therapy, electrosurgery, surgery, or a com- 
bination of these is used advantageously to treat some 
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intraoral malignant diseases. Cancers located in are 
with a good vascular bed can be eradicated better wit, 
radiant energy than those over bone or cartilage, a 
sufficient irradiation therapy to eradicate the cancer fre. 
quently results in radio-osteonecrosis or painful, per. 
sistent ulcers. Adenocarcinomas, mixed salivary tissye 
tumors, and melanosarcomas are radioresistant and 
should be surgically excised. 


Carcinoma of Gingiva, Soft and Hard Palate —Car,j. 
nomas under 2 or 3 cm. in diameter, involving the 
mucous membrane of the upper gingiva or the soft o; 
hard palate may be eradicated with thorough electro. 
coagulation,’* giving a wide margin around and beneath 
the tumor, or with irradiation therapy.’* If the latter js 
used, 6,000 to 7,000 r tumor dose is administered 
through an intraoral cone. The lesion can be well local. 
ized with the illuminated del Regata localizer, and any 


- of the various intraoral cones now available can be used. 


A soft, pliable scar results from either of these forms of 
therapy. Cancers located on the posterior area of the 
upper gingiva or posterior area of the buccal mucous 
membrane are difficult to treat with an intraoral cone 
but can be safely removed by electrosurgery.’® Mixed 
tumors of salivary tissue origin, which frequently involve 
the soft palate, are excised with electrosurgery. Any re- 
sulting defect is covered with a prosthetic appliance that 
permits the patient to take adequate food and converse 
normally. 

Small cancers invo!ving the lower gingiva under 2 cm. 
in diameter with no evidence of involvement of the 
mandible cr extension to the gutter on either side can be: 
safely eradicated with electrosurgical excision or treated 
with irradiation therapy,'* in a tumor dose of 5,000 to 
6,000 r. If the lesion is found to extend on to the gingivo- 
buccal sulcus or floor of the mouth, more radical 
removal is essential. 

Carcinomas over 3 cm. in diameter involving the 
upper gingiva or soft or hard palate are treated with 
irradiation therapy through an intraoral cone and may 
require external ports, one on either side, through the 
cheek or submandibular area, with a tumor dose of 6,000 
to 7,000 r. Treatments are given daily, 300 to 500 r to 
each port on a‘ternate days. Four to six weeks after 
administration of roentgen therapy, the involved part or 
all the superior maxilla or hard palate, if involved, is 
widely excised by intraoral electrosurgery. Very large 
tumors, after adequate intraoral and extraoral roentgen 
therapy, are best resected by an extraoral technique, 
with removal of the superior maxilla with or without the 
hard and soft palates. Irradiation through the skin of the 
cheek may so damage the cutaneous circulation as (0 
delay postoperative healing. It is, therefore, best 10 
utilize only submandibular ports if extraoral resection 's 
contemplated. This technique is utilized frequently and 
is applicable in the treatment of large squamous cell 
carcinomas, adenocarcinomas arising in mucous and 
mixed salivary tissue, osteomyelitis, radio-osteonecros's 
of the maxilla, and carcinoma of the maxillary antrui. 
Complications, such as postoperative hemorrhage “ o 
diplopia associated with sinking of the globe (unless 
floor of orbit is removed), rarely result from this operative 
procedure. Edema of the lower lid may occur but will 
subside after two or three months. Immediate skin graft 
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is now utilized to replace the mucous membrane lining 
of the cheek and antrum.** A properly fitting prosthesis 
permits the patient to carry on normal activities with 
good cosmetic results. 

Carcinoma of Buccal Mucous Membrane.—Carci- 
nomas of the buccal mucous membrane, except the 
verrucose type, as a group develop more rapidly, are 
more evasive, and metastasize earlier than those involv- 
ing the upper gingiva or hard or soft palates. When 
cancers of the buccal mucous membrane are permitted 
to invade and infiltrate the buccal fat or the muscles of 
mastication, or extend into the pterygoid fossa, the cheek 
may be perforated ** with a resultant fistula. Trismus 
occurs, prohibiting adequate intake of food and liquids, 
increasing infection, and preventing the mouth from 
being opened sufficiently for treatment with intraoral 
roentgen therapy. 

Small buccal carcinomas can be eradicated with thor- 
ough electrocoagulation or roentgen therapy, 6,000 r 
tumor dose given through an intraoral cone. With either 
modality, tissues remain soft and pliable, permitting 
sood function of underlying muscles. If trismus does not 
permit the mouth to be opened sufficiently for introduc- 
tion of an intraoral cone, extraoral roentgen therapy is 
administered through the skin and cheek. Frequently, 
lymph nodes in the drainage area are enlarged either 
from infection 7° or metastasis or both. If enlargement is 
due to infection, the nodes are adherent and usually 
tender; if malignant disease is present they are hard and 
mobile. When there is clinical evidence that the lymph 
nodes are involved by malignant disease, a radical block 
neck dissection should be carried out after irradiation 
therapy is completed. 

Formerly, ankylosis of the mandible was encountered 
when radium needles were utilized in treatment of carci- 
noma of the buccal mucous membrane, tongue, and floor 
of the mouth; in such cases a submucous tenotomy, in 
which the fibrosed muscles are severed in three or four 
areas with a small tenotomy knife, has proved beneficial. 
In instances in which the ankylosis is pronounced, it is 
necessary to create a false joint by making an incision 
through the ascending ramus of the mandible with an 
osteotome.”° 

Buccal carcinomas that have perforated the cheek and 
skin and extended to involve the muscles of mastication, 
the lip, or the mandible are treated with aseptic oral 
hygiene, antibiotics, and roentgen therapy. If necessary, 
the patient is fed through a plastic nasal tube that per- 
mits the daily intake of 3,000 to 4,000 calories of food 
with adequate vitamins. Four to six weeks after com- 
pletion of roentgen therapy, the involved area is widely 
excised by electrosurgery, and any involved area of the 
cheek, lip, skin, maxilla, or mandible is removed, along 
with block neck dissection. Ligation of the external 
carotid artery prevents troublesome bleeding at oper- 
ation or later. Radio-osteonecrosis or osteomyelitis, 
which may result from intensive roentgen therapy or 
infection, can be corrected by resection of the involved 
area of mandible or maxilla. If the entire thickness of 
mandible is involved, it is resected, including disarticula- 
lion, if necessary. Properly fitting prostheses permit wide 
femoval of sections of either maxilla or mandible with 
minimal facial disfigurement. A long, tubed pedicle graft 
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is raised from the acromioclavicular area at the initial 
operation or at a later date and is used to fill large defects 
of the skin, cheek, and mucous membrane resulting from 
the extensive resection of sizable growths. If the mucous 
membrane is destroyed, a pancake of sufficient size to 
cover the defect is made on the lower end of the pedicle 
graft and lined with a split-thickness graft from the thigh 
to serve as a lining for the cheek and mouth. The sulcus 
between the mandible and the tongue is preserved, if 
possible, to give greater mobility to the tongue and to 
allow easier swallowing and mastication. If there is doubt 
that the tumor has been completely eradicated, plastic 
repair is delayed for six months to one year to permit the 
growth or recurrence to manifest itself. 


Carcinoma of the Tongue and Floor of the Mouth.— 
Cancer of the tongue and floor of the mouth, with the 
exception of well-differentiated carcinoma of the tip of 
the tongue, is one of the most difficult cancers of the body 
to control. If it is not diagnosed early it infiltrates sur- 
rounding structures to involve lymph nodes in the drain- 
age area. This group of cancers formerly was treated by 
some with implantation of radium needles,” moulages 
containing radium tubes, teleradium, or roentgen therapy 
to eradicate the primary cancer and as a prophylactic 
measure to attempt to sterilize lymph nodes in the drain- 
age area, regardless of whether they were palpable. Fre- 
quently, following this type of therapy, a substantial 
percentage of the primary cancers persisted, and per- 
manent changes, i. e., fibrosis, obliterating endarteritis, 
or painful ulcer, resulted in the treated area and sur- 
rounding normal structures. The presence of infection 
and saliva covering such ulcers frequently produced a 
necrotic slough, with erosion of the lingual vein or artery 
causing severe hemorrhage. Radio-osteonecrosis and 
osteomyelitis were common complications, especially 
when teeth in the immediate vicinity were extracted. 
Martin and his co-workers ** reported that in 25% of 
their patients osteomyelitis developed following radium 
treatment of the primary cancer of the tongue and/or 
floor of the mouth. Other authors ** reported 3 to 6% 
mortality from complications following radium therapy. 

All reports to date of cases in which the primary lesion 
and lymph node area of the neck have been treated with 
radium therapy in its multiple forms indicate that the 
five year nonrecurrence rate does not exceed 20 to 30%. 
Since in approximately 200 patients per million popula- 
tion in the United States carcinoma of the floor of the 
mouth and tongue develops each year, a large group are 
not being cured by these previously used methods of 
therapy. In recent years block neck dissection has been 
utilized by some surgeons to remove lymph nodes in the 
drainage area if they are clinically involved after the 
primary lesion is considered sterilized by irradiation 
therapy. Other surgeons, appreciating the poor survival 
rates in these cases, have developed operative procedures 
that eradicate the primary malignant lesion and the 
lymph node drainage area.** 

Considering the many complications arising from the 
inability to control the primary cancer of the tongue and 
floor of the mouth and clinical involvement of the lymph 
nodes in the drainage area on the homolateral side by 
irradiation therapy, it is our policy to utilize preoperative 
roentgen therapy to the primary lesion followed in four to 
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six weeks by radical neck dissection, hemimandibulec- 
tomy, and hemiglossectomy en bloc. The composite 
operation,*® as this surgical procedure has been desig- 
nated, permits salvage of a substantial group of patients 
with advanced cancer that is still active and has invaded 
or begun to invade the lymphatics. Irradiation therapy is 
utilized to shrink, devitalize, or destroy the primary can- 
cer sufficiently to permit its safe surgical removal. Aiso, 
this treatment seals off lymphatic channels after a few 
days. In a group of cases previously reported,’* after the 
primary growth was given 6,000 to 10,000 r tumor dose, 
viable cancer cells remained in only 21%. 
Contraindications to the composite operation en bloc 
are (1) small, well-differentiated carcinomas on the tip 
of the tongue that are safely removed with a v-shaped 
excision; (2) very small malignant ulcers on the anterior 
third of the floor of the mouth beneath the tip of the 
tongue, which are adequately removed in most cases 
with electrosurgery, the excision being extended on to 
ihe mucous membrane of the tongue and periosteum on 
the buccal surface of the mandible; (3) early carcinomas 
of low histological grade without palpable lymph nodes 
in the drainage area, which show excellent response to 
roentgen therapy; (4) patients who refuse adequate sur- 
gery for removal of their tumors; (5) cancers occurring 
in debilitated patients who are poor operative risks; (6) 
carcinoma of the tongue that extends past the midline; 
(7) cases in which the tongue, floor of the mouth, or 
lower gingiva is practically frozen to the submandibular 
area and is unresponsive to preoperative irradiation 
therapy; and (8) metastases below the clavicle. 
Roentgen and surgical therapy are used in cases in 
which the extent of the disease is determined and in 
which the composite operation can be performed safely. 
Good oral hygiene is necessary as for other intraoral 
cancers.** An attempt is made to administer a tumor 
dose of 6,000 r, giving 400 to 500 r three times a 
week, with the following treatment factors: 140 kv. 
(peak), 8 ma. % mm. Cu plus 1 mm. Al filtration, 24 
cm. target skin dose, with a cone of sufficient size to 
cover the lesion adequately. Large ulcerative tumors are 
remarkably reduced in size following this form of ther- 
apy; also an appreciable reduction will be noted in the 
size of the involved lymph nodes in the drainage area. 
When a large tumor is located on the posterior third 
of the tongue, floor of the mouth, or faucial pillar, fre- 
quently there is associated trismus, which prohibits the 
patient from opening his mouth sufficiently to permit 
treatment with an intraoral cone. Such tumors may re- 
quire radon seed implantation and in advanced cases, in 
addition, extraoral roentgen therapy, with one port 
through each submandibular area. The extraoral ports 
receive approximately 2,000 r each. Treatment factors 
are 260 kv. (peak), 18 ma. Thoraeus filter equivalent 
to 1 mm. Cu, 50 cm. target skin dose, with a port of 
appropriate size. Extraoral ports receive 200 to 300 r 
three to four times a week, alternating with the intraoral 
roentgen therapy if used. By protecting the skin on the 
involved side as much as possible, fistulas have been 
reduced in number following the composite operative 
procedure. 
The composite operation includes removal of the 
lymph node bearing tissue from the clavicle to the base 


J.A.M.A., Novy. 15, 1952 


of the skull, from the trapezius posteriorly to the sterno- 
hyoid and sternothyroid muscles anteriorly, removal of , 
segment of mandible, hemiglossectomy, and removal of 
the floor of the mouth en bloc. This procedure has been 
utilized with good results in our hands for cancers of the 
floor of the mouth, tongue, except the anterior tip, tonsil 
pharyngeal wall, faucial pillar, and the more extensive 
cancers of the lower gingiva. This technique is compar. 
able to the Halsted radical breast dissection with removal 
of axillary lymph nodes for carcinoma of the breast and 
the Miles abdominal-perineal resection for carcinoma of 
the rectum. 

The operation is performed from four to six weeks 
after completion of irradiation therapy and is carried 
out in two stages spaced at two to three weeks apart. 
The first stage consists of preparing a flap lined with 
epithelium to be utilized for reconstructing the floor 
of the mouth and to permit greater mobility of the 
tongue, facilitate talking, swallowing, mastication, and 
to give better cosmetic results. Two types of these 
flaps have been used: the first is prepared by raising a 
long vertical neck flap with a pedicle at the upper end. 
The lower end is turned under to form a full thickness 
apron, which eventually becomes the floor of the mouth. 
A split thickness graft taken from the thigh covers the 
raw surface on the side of the neck from which the apron 
flap is raised. The second type of flap is used on patients 
who have thick skin with a large amount of subcutaneous 
tissue. It is prepared by making a curved incision from 
the midline in front to the mastoid process posteriorly: 
the convexity of the incision is carried below the hyoid 
bone about two-thirds down the side of the neck.'™* The 
upper flap is raised. A split thickness graft from the 
thigh is applied to the undersurface of the upper flap and 
sutured with fine chromic absorbable surgical suture. 
The incision is closed and the flap sutured back in place. 

The second stage of the operative procedure is carried 
out two to three weeks after construction of either one of 
the above-described skin flaps. Endotracheal anesthesia 
is essential for this procedure, and a tracheostomy is 
performed at the beginning to reduce postoperative mor- 
bidity and mortality. The use of pentothal sodium intra- 
venously and nitrous-oxide-oxygen and curare permits 
the use of electrosurgery for dissection or coagulation. 
The operative technique has been described in detail in 
previous communications.”* 


COMMENT 


In general, prognosis of malignant intraoral tumors 
will depend on early diagnosis, extent of the tumor, its 
histological grade, the presence or absence of metastases. 
and, subsequently, on how adequately the cancer is 
treated with irradiation therapy, electrosurgery, surgery. 
or a combination of these modalities. 

Recent advances in anesthesia, operative technique. 
the free use of antibiotics, intranasal feeding during in- 
tensive preoperative x-ray therapy and postoperative 
convalescence, blood from a blood bank, and an accural¢ 
control of fluid balance all permit extensive operative 
procedures in the head and neck region to be carried out 
with very commendable results, rapid convalescence, 
and minimum mortality and morbidity. The five yea! 
nonrecurrence reports of carcinomas of the tongue and 
floor of the mouth from larger clinics has been about 
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10 to 30%. Sufficient time has not elapsed to permit a 
five year evaluation of patients who have had the form of 
management outlined here, i. €., preoperative roentgen 
therapy to the primary lesion followed by the composite 
operation. There were three operative deaths in the last 
63 cases. One patient in this group, who had extensive 
cancer of the tongue with metastasis to the lymph node 
drainage area, had persistent malignant disease and has 
died. In a second patient, who had an extensive car- 
cinoma of the floor of the mouth with large metastatic 
iymph nodes at the angle of the mandible and who under- 
went the composite operation two years and two months 
previously, there was a recurrence in the anterior part 
of the mouth. The recurrent lesion was widely excised. 
A radical neck dissection was carried out on the opposite 
side of the neck from the primary lesion owing to in- 
volvement of one lymph node at the angle of the man- 
dible. 

Mortality from radical neck dissection for various 
conditions, including carcinoma of the tongue and floor 
of the mouth, is extremely low considering the extensive- 
ness of this surgical procedure. In the group operated on 
by one of us (J. W. H.), there were five deaths in the 
last 408 radical neck dissections, or a mortality of 1.5%. 

In the past two or three years it has been demonstrated 
by several different surgical groups that it is possible to 
do a bilateral radical neck dissection with total ablation 
of the internal, external, and anterior jugular veins and 
venous system at the same time.” The term “radical neck 
dissection,” as described here, includes removal of all 
involved structures of the neck with the exception of the 
vagus nerve, carotid artery, lingual nerve, hypoglossal 
nerve, and phrenic nerve, and includes removal of the 
internal and external jugular veins and their tributaries, 
the sternomastoid and omohyoid muscles, the spinal 
accessory nerve, and all lymphoid and adipose tissue. 
For several years we have found it occasionally necessary 
to do a bilateral neck dissection but have spaced the 
operations at intervals of four to six weeks.*® Frequently 
we have found that, in addition to the bilateral neck dis- 
sections, it has been essential to ligate the external carotid 
artery, and, by spacing the operations at four to six week 
intervals, no necrosis of the tip of the tongue occurred 
nor disturbance of intracranial pressure, which may re- 
ult from a simultaneous bilateral ligation of the external 
carotid arteries. It is still our opinion, however, that the 
tages of this extensive surgical procedure should be 
paced four to eight weeks apart, if possible. 


SUMMARY 


1. Since prognosis of intraoral cancer usually depends 
on early Giagnosis, any sore in the mouth existing over 
‘our to six weeks should have adequate biopsy to deter- 
nine whether it is malignant. 

2. Small carcinomas located on the buccal mucosa, 
upper or lower gingiva, or soft or hard palate may be 
tradicated by adequate x-ray therapy given through an 
intraoral cone, or by electrosurgical excision, with good 
results. More extensive carcinomas of the superior 
maxilla or hard or soft palate can be eradicated with in- 
ensive roentgen therapy followed by electrosurgical 
‘cision of the tumor. Any persisting defects are covered 
with a modern prosthesis, and good functional and cos- 
metic results are obtained. Larger cancers that involve 
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the superior maxilla, mandible, antrum, and deep struc- 
tures of the cheek require intensive irradiation followed 
by radical surgical excision. 

3. A careful survey is essential to determine whether 
there is clinical evidence of involvement of the lymph 
nodes in the drainage area. If positive evidence is found 
that the nodes are involved, a radical neck dissection is 
carried out as soon as the primary lesion is controlled. 

4. The composite operation is shown to be the most 
effective and practical method for eradicating cancers 
involving the tongue, floor of the mouth, and the faucial 
pillar, and more extensive carcinomas of the lower 
gingiva. This operative procedure permits anatomic 
visualization of important blood vessels and nerves as 
well as removal of the site of malignant disease, avenues 
of extension, and lymph node bearing tissue en bloc. 


809 N. St. Mary St. (5) (Dr. Hendrick). 


CLINICAL NOTES 


N-ALLYLNORMORPHINE IN TREATMENT OF 
DIHYDROMORPHINONE AND METHOR- 
PHINAN OVERDOSAGE 


REPORT OF A CASE 


Harold F. Chase, M.D. 
Robert S. Boyd, M.D. 


and 


Patricia M. Andrews, M.D., Charlottesville, Va. 


We have had the singular opportunity of treating the 
effects of overdosages of dihydromorphinone (dilaudid® ) 
hydrochloride and methorphinan (dromoran*) hydro- 
bromide in the same patient by injection of N-allylnor- 
morphine (“nalline”) hydrochloride. Clinical reports of 
treatment of poisoning by morphine and meperidine hy- 
drochloride ' and methadone hydrochloride ? in man and 
reports of antagonism of respiratory depression caused 
by dihydromorphinone and other narcotics in labora- 
tory animals have appeared in the literature.* We believe 
this to be the first instance in which N-allylnormorphine 
has been used to antagonize the depressant effects of 
methorphinan and the first clinical instance of its use in 
dihydromorphinone overdosage, and we feel, therefore, 
that this case should be of general interest. 


From the departments of anesthesiology and thoracic surgery, Uni- 
versity of Virginia Hospital. 

Dr. Stephen Fromer of Merck & Co., Inc., Rahway, N. J., supplied the 
N-allylnormorphine (“nalline’”) hydrochloride used in this study. 

1. Eckenhoff, J. E.; Elder, J. D., Jr., and King, B. D.: N-Allyl-Nor- 
morphine in the Treatment of Morphine or Demerol Narcosis, Am. J. 
M. Sc. 223: 191-197 (Feb.) 1952. 

2. Fraser, H. F.; Wikler, A.; Eisenman, A. J., and Isbell, H.: Use of 
N-Allylnormorphine in Treatment of Methadone Poisoning in Man, J. A. 
M. A. 148: 1205-1207 (April 5) 1952. 

3. Unna, K.: Antagonistic Effect of N-Allyl-Normorphine upon Mor- 
phine, J. Pharmacol. & Exper. Therap. 79: 27-31 (Sept.) 1943. Hart, 
E. R., and McCawley, E. L.: The Pharmacology of N-Allyinormorphine 
as Compared with Morphine, ibid. 82: 339-348 (Dec.) 1944. Huggins, 
R. A.; Glass, W. G., and Bryan, A. R.: Protective Action of N-Allyl- 
Normorphine Against Respiratory Depression Produced by Some Com- 
pounds Related to Morphine, Proc. Soc. Exper. Biol. & Med. 75: 540-541 
(Nov.) 1950. 
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REPORT OF CASE 


The patient, a thin, chronically ill 60-year-old man, weight 
107 Ib. (48.5 kg.), was admitted for drainage of an empyema and 
bronchopleural fistula that followed pneumonectomy and thora- 
coplasty for long-standing suppurative disease of the lung. Be- 
cause of his extremely debilitated condition, premedication of 
0.5 mg. of dihydromorphinone (usual average dose, 1.5 mg.) 
and 0.43 mg. of atropine was ordered. By inadvertence the pa- 
tient received 5.0 mg. (instead of 0.5 mg.) of dihydromorphinone 
subcutaneously at 12 noon, an error that was noted immediately. 
The patient was taken to the operating room for observation, and 
the operation was cancelled. 

At 1 p. m. the patient’s respirations were Cheyne-Stokes in 
rhythm and had reduced in rate from 20 to 8 per minute. He was 
cyanotic and responded very sluggishly to spoken words. His 
blood pressure had risen from 100/80 to 145/90 mm. Hg and 
pulse rate from 104 to 120 per minute. He was given 2.5 mg. of 
N-allylnormorphine very slowly intravenously. Within two min- 
utes the respiratory rate increased from 9 to 28 per minute and 
then became regular, and cyanosis disappeared. Despite the im- 
provement in respiratory function, signs of central nervous de- 
pression progressed. At two o’clock the patient was breathing 
regularly and deeply at a rate of 17 per minute, his blood pres- 
sure had returned to 100/70 mm. Hg, and he could be roused 
with difficulty. He was returned to the ward, and oxygen was 
administered by nasal catheter. 

At 5 p. m. the patient could not be roused. Respirations were 
very shallow and irregular at a rate of 14 per minute. He per- 
spired profusely, and his blood pressure had risen to 170/130 
mm. Hg. His color appeared to be adequate until oxygen ad- 
ministration was discontinued, whereupon he became cyanotic. 
Two doses of 2.5 mg. each of N-allylnormorphine were given 
slowly intravenously at one-half hour intervals. After the first 
dose the respiratory rate increased to 16 per minute, its volume 
improved, and the rhythm became regular. The patient re- 
sponded when called by name. In the course of the next hour, 
blood pressure fell to 90/60 mm. Hg and remained at that ap- 
proximate level. An additional 2.5 mg. of N-allyinormorphine 
was given by slow intravenous drip. The patient remained 
drowsy until 12 midnight, when he sat up in bed and talked. Two 
days later the drainage of empyema and the plastic closure of 
the bronchopleural fistula was carried out uneventfully under 
nitrous oxide and minimal thiopental sodium anesthesia. 

Two months later the patient was readmitted, and a second 
attempt was made to close the bronchopleural fistula, which had 
reopened because of sepsis. Again anesthesia was uneventful, and 
minimal nitrous oxide-thiopental sodium-tubocurarine chloride 
anesthesia was required. Respirations were controlled manually 
throughout the procedure. On the first postoperative day, a dose 
of 2.5 mg. of methorphinan was given at 10 a. m. for relief of 
pain. This is the dose used for the average patient in this clinic 
and was distinctly an overdosage for so debilitated a person. At 
12:05 p. m. the patient was unresponsive to name and stimulus, 
was cold, and perspired profusely. At 12:15 p. m. 0.5 gm. of caf- 
feine with sodium benzoate was given intravenously. By 12:30 
the patient could be roused, and much mucus was removed by 
suction from the upper respiratory passages. Ten minutes later 
respirations became Cheyne-Stokes in character, at a rate of 
seven per minute, and the patient made no response to spoken 
words. At 12:45 p. m. 2.5 mg. of N-allylnormorphine was in- 
jected slowly intravenously, with an immediate increase in the 
patient’s rate of respiration to 26 per minute with regular rhythm 
and good volume. He again became responsive to spoken words. 
This improvement was maintained, and two hours later the pa- 
tient was sitting up in bed. 


COMMENT 

In retrospect it is obvious that the dose of 2.5 mg. of 
N-allylnormorphine used at the time of the first and de- 
veloping depression with dihydromorphinone was en- 
tirely inadequate. It did serve to correct and, with sub- 
sequent doses, to maintain adequate respiratory function 
until the dihydromorphinone was metabolized and/or 
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excreted. It is probable that initial doses of 5 to 10 mg 
of N-allylnormorphine might have been more effective. 
In the instance of the methorphinan administration, the 
overdosage was relatively slight, and in so debilitated , 
man the single small dose of antidote was sufficient. 


SUMMARY 
Overdosages of dihydromorphinone (dilaudid*) hy- 
drochloride and methorphinan (dromoran®) hydrobro- 
mide in a single patient were treated successfully with 
N-allylnormorphine (“nalline”) hydrochloride. The ey. 
perience suggests that N-allylnormorphine will be , 
valuable drug for the treatment of narcotic poisoning. 


ADDENDUM 
Since this case report was written, the patient described 
was readmitted to another service and was given 100 mg. 
of meperidine (demerol®) hydrochloride, which pro- 
duced very severe respiratory depression, from which he 
was resuscitated by administration of 10 mg. of N-allyi- 
normorphine. 


FAMILIAL HYPOPARATHYROIDISM 
REPORT OF A CASE 


R. Goldman, M.D. 
J. L. Reynolds, M.D. 
H.R. Cummings, M.D. 


and 


S. H. Bassett, M.D., Los Angeles 


Idiopathic hypoparathyroidism is a relatively rare 
disease, characterized by recurrent tetany, low serum 
calcium level, high serum phosphorus level, and low 
urinary excretion of calcium. Other manifestations of 
the malady include epileptiform seizures, cataracts, den- 
tal defects, calcification of the basal ganglions or of the 
choroid plexus, and increased bone density. Hypopara- 
thyroidism must be differentiated from pseudohypopara- 
thyroidism, an even rarer disease, in which there is no 
parathyroid deficiency but a failure of the target organ 
response to parathyroid hormone. In addition to the 
symptoms and signs of hypoparathyroidism, patients 
with pseudohypoparathyroidism have a characteristic 
short, stocky stature, rounded face, shortened metacarpai 
bones, and subcutaneous calcifications. Both these dis- 
ease entities appear most commonly during the first two 
decades of life, although the onset of idiopathic hypo- 
parathyroidism may be delayed until after the age of 35 
years. A recent article by Jordan and Kelsall’ includes 4 
report of a case and an excellent review of the literature. 
The present case is reported because the patient was ont 
of three brothers, all of whom evidenced some degree of 
hypoparathyroidism. 


From the Metabolic Unit, General Medical Research Program, Veterans 
Administration Center, and the Department of Medicine, School of Med 
ciné, University of California at Los Angeles. 

Reviewed by the Veterans Administration and published with the 4? 
proval of the Chief Medical Director. The statements and conclusions 
of the authors are the result of their own study and do not necessarily 
reflect the opinion or policy of the Veterans Administration. ' 

1. Jordan, A., and Kelsall, A. R.: Observations on a Case of Idiopathic 
Hypoparathyroidism, A. M. A. Arch. Int. Med, 87: 242-258 (Feb.) 1951. 
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REPORT OF A CASE ’ 

History —A white male school teacher, 28 years of age, was 
admitted to the hospital for study of previously diagnosed 
hypoparathyroidism. Although he first noticed frequent noc- 
turnal leg cramps at the age of 10 years, frank tetany did not 
appear until the age of 15 years, when he “froze” while trying 
to catch a football during his first day of team practice. Such 
attacks, originally thought to be epileptic seizures, were repeated 
frequently, tended to come on during periods of physical or emo- 
tional stress, and were worse in the spring. He never lost his 
deciduous teeth, and they gradually wore down to the gums 
by the age of 14. During adolescence 18 permanent teeth erupted, 
but they were so imperfect that it was necessary later to replace 
them completely with artificial dentures. Recent dental roentgeno- 
grams revealed two poorly developed and unerupted teeth still 
encysted in the alveolar processes. Each was characterized by 
the absence of roots and by a very prominent dental membrane. 
Because of the presence of similar symptoms in his older 
brothers, more intensive studies were performed; these revealed 
the presence of pronounced hypocalcemia, and the diagnosis of 
probable hypoparathyroidism was made. At the age of 20 years 
the patient enlisted in the Navy, where his service as a hospital 
corpsman apparently was satisfactory. However, the condition 
was discovered following an attack of generalized tetany. 
He was discharged after two and one-half years of service. On 
several occasions dihydrotachysterol therapy resulted in relief 
of symptoms. However, the drug was administered irregularly, 
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Fig. 1.—Family tree of three brothers with hypoparathyroidism. 


since the patient showed improvement in his subjective con- 
dition after the ingestion of milk in large quantities, supple- 
mented at times by calcium lactate wafers. 

Family History.—tThe patient’s father was well until the age 
of 36, when, after an accident, diabetes mellitus was discovered. 
In 1944 his serum calcium level was found to be 11 mg. per 100 
ml. Death occurred at age of 60 from the complications of 
diabetes. The mother, 56 years of age at the time of writing, 
had been well except for moderate hypertension. She never 
manifested symptoms suggestive of parathyroid disease. In 
March, 1952, her serum calcium level was 11 mg. and 10 mg. 
per 100 ml. on two separate occasions; the serum inorganic 
phosphorus level was 3.4 mg. and creatinine 1.2 mg. per 100 
ml.; urinary calcium was 183 mg. in 24 hours. Complete skele- 
tal roentgenograms revealed no abnormalities. The families of 
the parents came from widely separated communities, and there 
was no evidence of kinship between them. The details of the 
history of the oldest brother, who was not examined, were sup- 
plied by the patient and his mother. He was 32 years of age, 
and in several respects the progress of his disease had been sim- 
ilar to that of our patient. He had defective dentition, first noted 
symptoms of hypocalcemia on entering high school, and had 
‘ailed to follow any specific therapeutic regimen. His serum 
calcium level varied between 4.0 and 5.0 mg. per 100 ml. After 
four years of satisfactory naval service, he suddenly became very 
ill and comatose and was found to have diabetes mellitus. His 
diabetes was under control at the time of writing. The second 
brother, aged 30, had had few of the stigmas of hypoparathyroid- 
‘sm. His serum calcium level varied between 5.9 and 9.0 mg. 
per 100 ml.; and there had been little evidence of tetany, although 
he had had some cramps and occasionally a slightly positive 
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Chvostek reaction. One anterior tooth failed to erupt until the 
age of 20. Of the three brothers, he was able to lead the most 
normal life. He was married and had one child, a daughter aged 
2 years, who appeared to be normal. 

Physical Examination.—The patient was well developed and 
well nourished, 71 in. (180 cm.) tall, and weighed 145 Ib. (65.8 
kg.); he appeared his stated age and showed no evidence of his 


Fig. 2.—Roentgenograms of patient with hypoparathyroidism, showing 
increased bone density of vertebrae and normal metacarpal development. 


disability. His face was slightly rounded but did not have the 
described appearance of patients with pseudohypoparathyroid- 
ism. Ophthalmoscopic and slit-lamp examination of the eyes did 
not reveal evidence of cataract formation. A strongly positive 
Chvostek reaction was present at all times prior to therapy. The 
jaws were edentulous. The heart, lungs and abdomen were not 
remarkable except for a well-healed appendectomy scar. The 


Fig. 3.—Skull roentgenogram cf patient. Intracranial calcifications and 
thickening of outer table of calvarium are evident. 


left testis was atrophic. The extremities were normal, and there 
were no metacarpal deformities evident (fig. 2). Deep reflexes 
were mildly hyperactive, but a positive Trousseau’s sign was 
never obtained. 

Laboratory Examinations.—Results of a routine urinalysis, 
blood cell count, and serologic test for syphilis were normal. 
The serum calcium on numerous determinations ranged between 


2 

g. 
he ings 

0156 — - 
. 
re 
Be 
of 
n- 
a- 

OAS 
5 i wi 
ns 
p- 
hy 
ns 
uy 
1. 


5 and 6.5 mg. per 100 ml., and the serum phosphorus ranged 
between 4.6 and 7.6 mg. per 100 ml. The alkaline phosphatase 
was 2.9 units. Creatinine clearances were always above 115 ml. 
a minute. The daily urinary excretion of calcium was consis- 
tently below 20 mg. prior to therapy. Roentgen examination of 
the skull revealed fine, irregular calcifications in the region of 
the basal ganglions, and the outer table of the calvarium was 
markedly thickened, predominantly in the frontal region (fig. 3). 
Examination of the pelvis and lumbosacral portion of the spine 
showed increased bone density, and there was no evidence of 
renal calculi. The electrocardiogram showed a prolonged Q-T 
interval but was otherwise normal. 

Hospital Course.—On two occasions the intravenous admin- 
istration of 500 ml. of a 3% calcium gluconate solution resulted 
in the alleviation of symptoms of tenseness, disappearance of 
the Chvostek reaction, and increased urinary excretion of cal- 
cium after the serum level exceeded 7.5 mg. per 100 ml. An 
Ellsworth-Howard test ? revealed a fourfold increase in the phos- 
phorus excretion the first hour after administration of para- 
thyroid hormone, followed by a fall to a twofold increase over 
basal values the second hour (fig. 4). This test was performed 
after normal serum caicium levels were obtained by dihydro- 
tachysterol therapy. The response was not as great as has been 
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Fig. 4.—Results of an Ellsworth-Howard test given patient, demonstrat- 
ing marked increase in phosphorus excretion after intravenous injection 
of 200 units of parathyroid hormone. 


reported but compared satisfactorily with results of tests in which 
the same lot of parathyroid hormone was used and which was 
performed on two other patients with proved idiopathic hypo- 
parathyroidism. Treatment consisted of the administration of 
3.125 mg. of dihydrotachysterol for two days, followed by 1.25 
mg. daily. This resulted in the establishment and maintenance 
of normal serum calcium and inorganic phosphorus concentra- 
tion. 
COMMENT 

The criteria for the diagnosis of idiopathic hypopara- 
thyroidism appear to have been fulfilled in this patient. 
The nonexistence of corollary clinical findings reported 
by Albright and co-workers * and the response to para- 
thyroid hormone seem to exclude the possibility of 
pseudohypoparathyroidism. Secondary hypoparathyroid- 
ism can easily be discounted in the absence of thyroid- 
ectomy or other extensive surgical procedures on the 
neck and the presence of adequate kidney function elimi- 
nates the possibility of tetany due to renal insufficiency. 
These manifestations in all three brothers may imply that 
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there is a hereditary factor, and the lack of any evidence 
of the disease in either parent suggests that the trait js 
recessive. Sutphin, Albright, and McCune * described a 
family of 10 children, 3 of whom were affected with 
idiopathic hypoparathyroidism. They were impressed by 
the coexistence of moniliasis in these three patients, to 
which they ascribed a possible causative role. However 
the children’s parents were first cousins, a relationship 
that would strengthen the possibility that a recessive 
hereditary trait might have been the causative mecha- 
nism. It is recognized that, while the disease may be 
hereditary in juveniles, it may be secondary to other 
causes in the older patients. 
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The absence of evidence of parathyroid dysfunction jn face, ¢ 
either parent suggests that the appearance of the disease 
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Perforation of an aortic aneurysm into the superior 
vena cava is still a rare entity; most authors have re- 
ported one or two cases.’ Although our patient came to 
the Veterans Administration Hospital in May, 1950, we 
intended to delay publication until we had an additional 
case to report; however, we have not seen another pa- 
tient with this condition. A correct diagnosis was made 
during the patient’s life without cardiac catheterization 
or angiocardiography. 


REPORT OF A CASE 


L. R. T., a 53-year-old white male veteran, was admitted to of perfe 
the hospital by ambulance on May 11, 1950, in a semistuporous, was ma 
disoriented, and confused state. He was dyspneic and could Host 
scarcely speak, the history being taken from his wife. The patient formed 
had been a heavy equipment operator and had taken great pride was the 
in his physical strength and ability to lift heavy objects. Procedt 
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His present illness began approximately five to six weeks 
prior to admission, after he had lifted an extremely heavy object, 
which several other men had been unable to handle. Shortly 
thereafter, he noticed shortness of breath, which had gradually 
and progressively increased. Approximately three weeks before 
admission, he noticed the onset of swelling of the arms and face 
and the upper portions of his body. He was taken to the local 
hospital on April 27, 1950, and three days later areas of bluish 
discoloration appeared on the face, neck, chest, and arms. These 
had persisted and had increased in number until the time of ad- 
mission. For the previous 10 days he had been coughing up 
blood-streaked sputum. One week before admission, he was 
said to have had convulsions, and his wife stated that she had 
counted as many as 16 on the day of onset of seizures. There 
was a history of failing vision for the previous six months. 
According to the wife, the patient had had syphilis. 


Physical Examination.—At the time of admission examina- 
tion revealed a well-developed, slightly obese white man who 
was both acutely and chronically ill. He was extremely dsypneic 
and could scarcely speak. He was disoriented and confused. The 
face, ears, neck, chest, and arms were extremely edematous, 
mottled, and cyanotic. The skin felt leathery over these areas. 
There were small varicosities and pale telangiectases on the 
shoulders and chest. Pupils were pinpoint and did not react. 
They were dilated, and the disks were regular and appeared 
somewhat pale; the veins were engorged, and there were small 
pinpoint hemorrhages over each fundus. The teeth were in a 
poor state of repair. Respirations were rapid and labored. The 
chest wall was edematous, and there were scattered coarse rales 
bilaterally. There was dulness posteriorly over the base of the 
left lung and decreased fremitus over this area. The pulse rate 
was 100 per minute; blood pressure was 180/100. There was 
an area of dulness over the superior mediastinum. There was a 
to and fro systolic, diastolic, machinery-like murmur over the 
aortic valve area, transmitted both upward and to the apex. 
Pedal pulses were palpable bilaterally. The radial pulses were 
forceful and bounding. The above area of edema, cyanosis, and 
dilated venules stopped abruptly at the costal margins. There 
was no leg edema. The knee and ankle jerks were absent bi- 
laterally. The results of the remainder of the physical examina- 
tion were normal, 


Laboratory and X-Ray Findings—On admission postero- 
anterior roentgenogram of the chest revealed the entire left side 
to be occupied by a homogeneous opacity, opaque in the lower 
half, with the appearance of a pleural effusion. A fairly well- 
defined, superior mediastinal, soft tissue density was noted on 
the right side. Fasting blood sugar was 120 mg., nonprotein 
nitrogen 83.6 mg., and carbon dioxide 57.9%. The white blood 
cell count was 15,600, with a differential count of 82% poly- 
morphonuclear cells, 16% lymphocytes, and 2% eosinophils. 
Hemoglobin was 97% on admission and the sedimentation rate 
20; prothrombin time was 33% of normal. Results of urinalysis 
were within normal limits. The Kahn reaction was 4+ and the 
Wassermann reaction was 4+-. The electrocardiogram on admis- 
sion showed ventricular premature contractions (rate 100 per 
minute). Oxygen saturation studies, on May 12, of a specimen 
from the right arm showed 20.8 vol. % and from the right 
leg 17.0 vol. %. Venous pressure on admission, in the arms, 
was over 600 mm. of water (the manometer registering only up 
to 600 mm.). Circulation time studies were unsuccessful, as the 
patient’s mental stupor invalidated his responses. A diagnosis 
of perforation of an aortic aneurysm into the superior vena cava 
was made, 

Hospital Course—On May 12, a left thoracentesis was per- 
formed and 900 cc. of blood-tinged fluid was removed; the fluid 
was thought to be blood-tinged because of trauma during the 
Procedure. A roentgenogram of the chest after left thoracentesis 
revealed clearing of the previously described opacity. There was 
again noted a well-marginated, rounded density in the superior 
mediastinal area, attributed as being due to a vascular shadow. 
On May 16, 17, and 20, phlebotomies, with removal of 500 
cc., 200 ce., and 500 cc. of blood, respectively, were performed, 
with only brief periods of improvement in the dyspnea. The 
lowest venous pressure during the patient's hospitalization was 
460 mm. of water, on May 20, after a phlebotomy, with distinct 
oscillation of the blood column in the manometer. Nonprotein 
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nitrogen was 62.5, urea 32, and creatinine 2.8 mg. on May 17. 
The red blood cell count was 4,200,000 on May 17 and 3,500,000 
on May 23, at which time the hemoglobin was 65%. On May 
19, a roentgenogram of the chest showed bilateral reaccumu- 
lation of pleural fluid. The machinery-like, aortic murmur per- 
sisted throughout the patient’s hospitalization. On May 23, 
prolonged episodes of apnea, lasting as long as 60 seconds each, 
became frequent. During these episodes, the patient’s cyanosis 
became markedly intensified and the small varicosities on the 
chest increased in prominence. In spite of all treatment, the pa- 
tient died, at 5:20 a. m., May 24. 


Portmortem Examination.—Gross Pathological Findings: The 
body was that of a well-developed, well-nourished man about 
the stated age of 53 years. There was edema of the head, neck, 
face, arms, and the upper part of the chest. There was no edema 
of the lower extremities. There was massive edema of the arms. 
The abdominal organs were in their normal positions and in 
normal relationship to each other. There was 1,350 cc. of clear 
serous fluid in the right side of the chest cavity and 150 cc. in 
the left side. In the anterior mediastinum, there was an aneurysm 
of the first portion of the aorta, which could be seen pushing 
the superior vena cava laterally and anteriorly. The left lung 
weighed 860 gm. and the right 480 gm. The surfaces were 
smooth and shining, and the lungs were slate gray, with mottled 
patches of pinkish white interspersed with areas of black dis- 
coloration. The cut section revealed some pulmonary edema 
bilaterally. 

The heart weighed 300 gm. The pulmonary valve measured 
7 cm., tricuspid 12.5, aortic 8, and mitral 10.5 cm. The left ven- 
tricle was 14 mm. in thickness and the right ventricle 6 mm. 
The myocardium was red-brown and of the usual consistency. 
Sectioned surfaces through the myocardium revealed no patho- 
logical features. The endocardium was not remarkable. The 
coronary ostia and arteries were not unusual. There were no 
abnormalities of the valves. 

An aneurysm of the first part of the aorta in the anterior 
mediastinum pushed the superior vena cava laterally and an- 
teriorly. These vessels, the heart, and the lung were removed 
completely. During removal, another aneurysm of the aorta was 
found in the descending limb of the thoracic aorta, which had 
eroded into the 8th, 9th, 10th, and a portion of the 11th thoracic 
vertebrae. When the aorta was opened, it was found that the 
ascending aorta was dilated, the widest portion measuring 17.5 
cm. in circumference. Three centimeters above the valve ring 
was an opening 1.5 cm. in diameter that led into a small saccular 
aneurysm. Six centimeters above the valve ring, there was 
a perforation, 1 cm. in diameter, leading into the superior vena 
cava. The aneurysm in the descending part of the thoracic aorta 
measured 9 cm. in length and had a circumference of 15 cm. 
in its widest portion. Both the ascending and descending thoracic 
aorta showed pronounced wrinkling. There were many plaques 
and scars and some ulcerations. 

The spleen, liver, pancreas, adrenals, gastrointestinal tract, 
genitourinary tract, bladder, seminal vesicles, prostate, and tes- 
ticles were essentially normal as were the brain, spinal cord, and 
pituitary gland. The vertebral bone marrow was normal except 
for the previously described erosions, involving 8th, 9th, 10th, 
and part of the 11th thoracic vertebrae. 

Microscopic Description: Sections of the thyroid and para- 
thyroid revealed no pathological changes. In one lung section 
occasional groups of alveoli containing edema fluid were seen. 
In another section the alveoli were extremely congested with 
edema fluid, and a few red blood cells, polymorphonuclear cells, 
and “heart failure” cells were seen. 

A section of myocardium near the mitral valve revealed some 
slight increase in interstitial fibrosis. The aortic valve showed 
some thickening, with dense hyalinized fibrous tissue and also 
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some loose, myxoid connective tissue. Sections of the aorta in 
the region of the aneurysm revealed a great diminution in the 
size of the media with some hyaline fibrosis. There was an in- 
crease of medial vascularity. Numerous round cells and a few 
plasma cells were seen about these small vessels. There was some 
fibrosis in the media of the aorta about these vessels. The ad- 
ventitia showed many granulomatous-like areas, which contained 
lymphocytes and occasional plasma cells. Many of the arterioles 
and small arteries in the adventitia showed thickening of the 
walls, owing to the endothelial proliferation. In one area there 
was coagulation necrosis at the medial-intimal junction. This 
necrotic tissue was partially surrounded by granulomatous tissue 
with plasma cells and lymphocytes, and there was also an occa- 
sional Langhan’s giant cell. The intima showed a considerable 
amount of fibrosis with atheromatous changes. 

Sections of the spleen, liver, gallbladder, pancreas, adrenals, 
kidney, prostate, and testis revealed no noteworthy abnormali- 
ties. Sections of the cerebrum, basal ganglions, cerebellum, and 
pituitary revealed nothing of particular interest. 


COMMENT 

Two entities have to be considered in this case. First, 
the superior vena cave syndrome and, second, the per- 
foration of the aortic aneurysm into the superior vena 
cava. Superior vena cava obstruction is still a rare dis- 
ease. Fischer ? in 1904 collected 252 cases from the lit- 
erature; autopsy had been performed in 226 of these. 
The first case was reported by Hunter,* in 1752. From 
1904 to 1946, approximately 250 more cases were pub- 
lished in the world literature,‘ so that one can state that 
obstruction of the superior vena cava is still a rare entity. 

There are three causes to be considered in this syn- 
drome. In approximately 30% of the cases the condition 
is due to chronic inflammatory diseases, such as medias- 
tinitis, compression by scar tissue, influenza, broncho- 
pneumonia, and tuberculosis. According to McIntire ** 
aortic aneurysms and syphilitic mediastinitis are caus- 
ative in 35%, the aneurysms forming 69% of this group. 
This corresponds to Brown’s® figures; he found aortic 
aneurysms in 27% of 300 cases. The remaining 35% are 
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due to tumors, either primary or secondary and benign 
or malignant, such as teratomas, fibromas, bronchogenic 
cysts, Hodgkin’s disease, primary carcinoma of the lung 
primary bronchogenic carcinoma, or metastatic carci- 
noma of the lung.** 

The superior vena cava is the only structure in the 
mediastinum that is thin-walled and therefore can be 
easily compressed by a mass. In addition, the blood flow. 
ing through the superior vena cava is under low pres. 
sure and, when there is obstruction to the blood flow, the 
characteristic signs of the superior vena cava obstruction 
develop with relative ease. 

When the superior vena cava is obstructed there wil| 
be an attempt by the organism to develop collateral cir- 
culation. There are four channels over which collateral 
circulation is possible: the internal mammary, the ver- 
tebral, the lateral thoracic, and the azygos veins. Whether 
the obstruction is above or below the entrance of the 
aZygos vein is of importance, because, if the obstruction 
is above the azygos vein, the direction of the blood flow 
is normal and there will be swelling and cyanosis limited 
to the head, neck, and upper extremities. However if the 
obstruction is below the entrance of the azygos vein, the 
blood flow will be reversed and there will be extension of 
the edema to the thoracic wall.* This has been confirmed 
by Carlson’s experiments on dogs.’ 

All authors agree * that the following signs are charac- 
teristic of superior vein obstruction: (1) edema and 
cyanosis of the area drained by the superior vena cava, 
such as the face, neck, and upper extremities; (2) high 
venous pressure in the upper extremities and a normal 
venous pressure in the lower extremities; (3) cyanosis 
and dyspnea, which are always present with this condi- 
tion; and (4) cerebral symptoms, such as dizziness,’ 
drowsiness, convulsions and epileptiform “ seizures. 

Perforation into the superior vena cava is still rather 
rare. The first case was reported by Beevor, in 1832." 
In 1880, Pepper and Griffith ** collected 28 cases from 
the literature and added a case of their own. In 1939, 
Armstrong and co-workers '® reviewed 98 cases and 
added 2 of their own. In March, 1950, Alex ** reported 
2 cases and reviewed 83; he stated that the total number 
of cases reported was 104. In May, 1950, Sirota ** re- 
ported a case and stated that the total number of cases 
reported was 110. 

In a study of 4,000 reported cases of aneurysm of the 
thoracic aorta, Boyd *® found that the perforation oc- 
curred in the following order of frequency: into the left 
pleural cavity, 36.4%; pericardium, 10%; esophagus. 
18%; bronchus, 12.7%, and trachea, 10%. Boyd *” and 
Lemann "' stated that rupture of an aneurysm occurs in 
25% of the cases; in 5% of these the aneurysm ruptured 
into the superior vena cava. 

Alex reviewed 83 cases of aortic aneurysm with per- 
foration into the superior vena cava. In 61% of the cases 
the perforation occurred without any special cause, and 
in only 24.2% the rupture occurred after unusual phy- 
sical activity. In 87.5% of his cases the onset was sud- 
den. In most of the cases reported the perforation Wa 
single, and in only 10 cases were there two or three pet 
forations. In our case there was a single perforation 0! 
the aorta. 
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Seventy per cent of the patients died within 2 months 
after the rupture, and 30% survived 5 to 21 months."* 
Sirota ** reported a case of spontaneous perforation of 
an aneurysm into the superior vena cava with survival of 
136 days. 

At least 20% of the cardiac output has to be shunted 
through the arteriovenous fistula before serious circula- 
tory disturbances arise. With each systole blood is forced 
into the superior vena cava, causing a marked elevation 
of the venous pressure. The blood thrust forcefully from 
the aorta into the superior vena cava is projected in the 
direction opposite to the normal blood flow and causes 
an obstacle to the return of the blood to the right auricle. 
This slows the normal blood flow, with resulting loss of 
oxygen, and cyanosis (stagnant anoxia) develops. Part 
of the blood is excluded from the general systemic circu- 
lation because it circulates from the aorta into the su- 
perior vena cava and back to the aorta (via right auricle, 
right ventricle, pulmonary arteries, pulmonary veins, left 
auricle, left ventricle, and aorta). 

There is also edema of the trachea and larynx, and this 
causes a mechanical interference with the oxygen absorp- 
tion because of obstruction of the airways. There will be, 
therefore, an abnormally low oxygen saturation of the 
arterial blood, causing anoxic anoxia with its manifesta- 
tions of dyspnea, cyanosis, and mental symptoms. The 
pulmonary congestion and rigidity with diminished ca- 
pacity of the alveolar space, which might be even more 
aggravated by pleural effusion or meteorism, will further 
aggravate the dyspnea. The marked venous stasis of the 
respiratory center, with accumulation of metabolites, 
will stimulate the respiratory center and cause further 
dyspnea. 

The diagnostic criteria established in 1890 by Pepper 
and Griffith *° remain classic. Practically all cases re- 
ported showed cyanosis, edema, and dilated veins. The 
edema of the upper extremities is aggravated when the 
patient is recumbent and relieved when the patient is 
erect, because there is less compression of the superior 
vena cava in the erect position. 

Dyspnea and orthopnea occur in 75% of the cases. 
Hoarseness and dysphagia occur in about 18%. In ad- 
dition to these signs, which are common to all cases of 
superior vena cava obstruction, there will be those due 
to the established arteriovenous fistula. There is usually 
a continuous machinery-like murmur, best heard in the 
second and third right intercostal spaces. Sometimes 
there is only a systolic or diastolic murmur present. A 
thrill was found in only 23.1% of Alex’s cases.* There 
was pleural effusion in approximately 45% of the cases. 
The cyanosis develops practically immediately after the 
perforation of the aneurysm takes place and is explained 
by the damming up of the blood entering the superior 
vena cava. Pleural effusion was present in 45 of Alex’s 
cases, in 74.9% of which there was a bilateral effusion. 
Electrocardiograms showed mostly right ventricular 
strain. 

In the cases in which venous catheterization of the heart 
was performed, there was pronounced elevation of the 
blood pressure in the superior vena cava as is expected. 
In Murnaghan’s" case the pressure was 3 mm. in the 
right auricle, 16 mm. in the right ventricle, and 54 mm. 
in the superior vena cava. (The normal pressure is 5 mm. 


2128 11 


PERFORATION OF ANEURYSM—JACKSON ET AL. 1109 


in the right auricle and 25 mm. in the right ventricle, with 
negative pressure in the superior vena cava.) There is 
also a high oxygen saturation in the superior vena cava, 
because arterial blood is forced into it. In our case the 
oxygen saturation of the venous blood from the right arm 
was 20.8%, as against 17% of the venous blood from 
the leg. 

The antemortem diagnosis of perforation of an aneu- 
rysm into the superior vena cava is not too difficult if this 
possibility is kept in mind. Once one has made a diag- 
nosis of a syphilitic aneurysm with superior vena cava 
obstruction, keeping in mind that the fate of an aneurysm 
is to rupture, one should always think of the possibility of 
an arteriovenous fistula. The sudden onset of excruciat- 
ing pain and the sudden appearance of a machinery mur- 
mur, which did not exist before, should be reason enough 
for one to determine the venous pressure. If the venous 
pressure is found to be high and to oscillate with each 
systolic thrust and the oxygen saturation of the venous 
blood is found to be higher in the upper extremities than 
in the lower, the diagnosis is evident. 

The aortic aneurysm perforates occasionally into the 
pulmonary artery.'* Those cases are rare. Nicliolson '*" 
in 1943 reported 81 cases and added 2 of his own. Since 
that time a few more cases have been reported.'*** In 
the cases of rupture of an aneurysm into the pulmonary 
artery there was continued severe dyspnea out of all pro- 
portion to the physical findings, and cyanosis was not as 
severe as that due to perforation into the superior vena 
cava. 

Cardiac catheterization will show a higher oxygen 
content of the blood in the pulmonary artery than in the 
right ventricle, indicating that arterial blood passed into 
the pulmonary artery, as in cases of congenital patent 
ductus arteriosus. The blood pressure within the pul- 
monary artery will also be much higher.'** In all cases 
reported the electrocardiogram showed right ventricular 
strain or right axis deviation. This is not due to the per- 
foration itself but to the compression of the pulmonary 
artery by the aneurysm prior to the perforation, causing 
an obstacle to the outflow of the blood from the right 
ventricle.'*** As a matter of fact, once there is a per- 
foration into the pulmonary artery, the picture is that of 
patent ductus arteriosus,'* since the blood is shunted 
from the aorta to the pulmonary artery and through the 
pulmonary circulation back to the aorta and again into 
the pulmonary artery. In a case of patent duetus arteri- 
osus the electrocardiogram usually shows no axis devi- 
ation, because there is usually dilatation and hypertrophy 
of the left ventricle owing to the fact that the left ven- 
tricle receives more blood (the pulmonary artery receives 
blood from the right ventricle and, because of the patent 
ductus, also from the aorta, and this increased blood 
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Pulmonary: Artery: Review of Literature with Report of 2 Cases, Ann. 
Int. Med. 19: 286, 1943. (e) Porter, W. B.: Syndrome of Rupture of 
— Aneurysm into Pulmonary Artery, Am. Heart J. 23: 468, 1942. 
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volume then returns to the left ventricle) with a greater 
output from the left ventricle. 

The aortic aneurysm can also perforate into the right 
auricle.'* This is rare. In such cases there will be a sudden 
onset of a feeling of fulness in the chest, but there will 
be no cyanosis or edema of the face. In this case the right 
auricle will receive an increased volume of blood, and 
the picture is then not much different from that of tri- 
cuspidal insufficiency. Blood will regurgitate also through 
the inferior vena cava, and there might be pulsation of 
the liver. Still rarer is a perforation into the right ven- 
tricle.’® Survival is of short duration, and the patient dies 
with the picture of severe heart failure. 


SUMMARY 
A case of superior vena cava syndrome due to syphi- 
litic aneurysm with perforation into the superior vena 
cava is reported. The diagnosis was made while the pa- 
tient was still alive, without the aid of angiocardiography 
and cardiac catheterization. The pathophysiological 
symptoms, signs, and differential diagnosis are discussed, 
and the literature is briefly reviewed. 


14. Hermann, G. R., and Schofield, N. D.: Syndrome of Rupture of 
Aortic Root or Sinus of Valsalva Aneurysm into Right Atrium, Am. 
Heart J. 34: 87, 1947. 

15. Harris, W. H., Jr., and Schattenberg, H. J.: Aneurysm of Aorta 
Rupturing into Right Ventricle, Ann. Int. Med. 20: 961, 1944. 


“PSYCHOTIC REACTION” TO TETRAETHYL- 
THIURAM DISULFIDE (ANTABUSE’) THERAPY 


REPORT OF A CASE 
David Fiske, M.D., Los Angeles 


The treatment and care of the chronic alcoholic has 
long been a social problem and, more recently, a medical 
problem. It is well recognized that psychiatric therapy 
offers the most for these unfortunates and that Alcoholics 
Anonymous presents a good layman’s approach to group 
psychotherapy. From time to time, various modifications 
of the conditioned reflex, such as a dose of apomorphine, 
properly timed, preceding a “shot” of alcohol, have been 
used as adjuncts to the psychiatrist’s regimen. 

The most recent adjunct to the armamentarium of the 
psychiatrist is the use of tetraethylthiuram disulfide 
(antabuse® ). This medicament functions not as a condi- 
tioned reflex but by actually altering the body metabolism 
so as to give unpleasant physical (and emotional) re- 


Assistant in Medicine, Department of Medicine, School of Medicine, 
University of Southern California. 

1. Antabuse® (Disulfiram) in the Treatment of Alcoholism, report of 
the Council on Pharmacy and Chemistry, J. A. M. A. 149: 275 (May 17) 
1952. 

2. Lester, D., and Greenberg, L. A.: Role of Acetaldehyde in Toxicity 
of Tetraethylthiuramdisulfide and Alcohol, with Method for Determina- 
tion of Acetaldehyde in 0.20 MI. of Blood, Quart. 3, Stud. Alcohol 11: 
391, 1950. 

3. Jokivartio, E.: Effect of Iron Preparations on ‘‘Antabuse’’-Alcohol 
Toxicosis, Quart. J. Stud. Alcohol 11: 183, 1950. 

4. Lewis, H. M., and Bremers, H. H.: Fixed Drug Eruption Tetra- 
ag om Disulfide (Antabuse), J. A. M. A. 142: 1141 (April 15) 1950. 

5. Martensen-Larsen, O.: Psychotic Phenomena Provoked by Tetra- 
ethylthiuramdisulfide, Quart. J. Stud. Alcohol 12: 206, 1951. Guild, J., 
and Epstein, N. B.: Psychosis During the Treatment of Alcoholism with 
Tetraethylthiuram Disulfide, ibid. 12: 360, 1951. Strecker, E. A., and 
Lathbury, V. T.: Tetraethylthiuramdisulfide (Antabuse®) Therapy: Report 
of 2 Cases, J. A. M. A. 148: 463 (Feb. 9) 1952. Bennett, A. E.; 
McKeever, L. G., and Turk, R. E.: Psychotic Reactions During Tetra- 
ethylthiuramdisulfide (Antabuse®) Therapy, ibid. 145: 483 (Feb. 17) 
1951. 
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sponses to the intake of alcohol, by any route of adminj- 
stration. 

The pharmacodynamic effect of tetraethylthiuram dj- 
sulfide is said to be mediated through the incomplete oxj- 
dation of alcohol, whereby the chemical reaction is slowed 
or stopped at the acetaldehyde stage. It is observed that 
acetaldehyde levels in the blood are elevated after the 
intake of alcohol during the administration of tetraethy|- 
thiuram disulfide and that the adverse effects of the drug 
may be imitated by the intravenous administration of 
acetaldehyde.! However, Lester and Greenberg * have 
observed that the beneficial effects of intravenously ad- 
ministered ferrous iron and ascorbic acid * in combating 
the ill-effects of tetraethylthiuram disulfide occur without 
altering acetaldehyde levels in the blood. 

The “reactions” to the intake of alcohol during tetra- 
ethylthiuram disulfide therapy are variable and include 
intense erythema, flushing, tachypnea, dyspnea, tachy- 
cardia, palpitation, fall in blood pressure, headache, 
nausea, and vomiting.* That the drug is to be used with 
caution is attested to by the repeated reports of serious 
toxic manifestations, such as psychoses,° cardiovascular 
insult, and death.” Lesser reactions, of an eruptive na- 
ture, also occur.* 

This report concerns itself particularly with the psy- 
chotic reactions occurring during the use of tetraethyl- 
thiuram disulfide. There are reports of the occurrence of 
these reactions with such treatment both before and after 
the intake of alcohol. The report that follows suggests 
that many psychotic reactions occurring during treatment 
with this drug may actually be due to a reaction to the 
intake of small and repeated doses of alcohol, unknown 
both to the physician and to the patient. 


REPORT OF A CASE 


A 47-year-old white woman entered the hospital April 12, 
1952, under the influence of alcohol. When a history was 
obtainable, she expressed the desire to stop her habitual and 
excessive use of beer, a practice in which she had indulged for 
three years. Her alcoholic intake for a whole year prior to the 
current hospital admission was stated to be 4 qt. of beer per 
day. She recognized the nature of her drinking as compulsive 
and “did not know why” she drank. The remainder of the history 
had no direct bearing on the case as reported. 

Physical examination on admission disclosed nothing of 
significance. Results of laboratory tests, including a complete 
blood cell count, urinalysis, roentgenogram of the chest, 
electrocardiographic study, sulfobromophthalein sodium test, 
and Kahn test, were entirely normal. The attending physician 
decided to institute tetraethylthiuram disulfide therapy, and the 
patient received 0.5 gm. of the drug daily, beginning April 19, 
after a week’s rest. It was anticipated that the “test dose” of 
alcohol would be administered 10 days after the institution of 
therapy. Shortly after treatment was started, the patient was 
observed to be giddy, drowsy, and restless to varying degrees, 
from day to day. The nurses’ notes recorded the progression of 
these effects until finally, on April 28, when I was called in on 
consultation, the patient was semistuporous. She was reported 
as being unruly and difficult to manage. 

When I saw the patient, she was oriented as to time and place 
and could be aroused sufficiently to cooperate for the examina- 
tion. Results of the physical examination, including a neurological 
examination, were entirely negative except for a staggering gail, 
such as is often observed in an “active” alcoholic. 

The failure to find an apparent physical cause for the patient's 
condition prompted a careful and extensive review of the whole 
hospital record. It was at this time that the observation wa 
made of the administration of robitussin® (syrup containing, 


in each 5 cc., 100 mg. of glyceryl guaiacolate and 1 mg. of 


desoxyephedrine hydrochloride), beginning on the day of hos- 
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pitalization, one week prior to the onset of tetraethylthiuram 
disulfide therapy. It was felt that the alcohol content of the 
robitussin® cough syrup might be responsible for the patient’s 
difficulties, and the discontinuance of this medication resulted in 
a complete return of the patient to “normal.” 
COMMENT 

The many reports of “psychotic reactions” to the con- 
tinued use of tetraethylthiuram disulfide suggest that 
these reactions are toxic manifestations of treatment with 
the drug. While this may certainly be so in some cases. 
the present report suggests that some of these reactions 
might be due to the concomitant repeated intake of small 
amounts of “masked” or “unknown” alcohol, in the form 
of “ordinary” simple medicines or even, perhaps, by per- 
cutaneous absorption or inhalation of alcohol during the 
use of alcoholic preparations and lotions such as after- 


ion. 
shave lot 


A case of a “psychotic reaction” during the use of 
tetraethylthiuram disulfide (antabuse*), which turned 
out to be a reaction to the intake of repeated small doses 
of alcohol in a cough syrup, is reported. It is suggested 
that some such “psychotic reactions due to the use of 
tetraethylthiuram disulfide” might be in fact due to the 
oral intake of repeated small doses of alcohol in other 
medicaments or to percutaneous absorption or inhalation 
of alcohol from preparations such as after-shave lotion. 


6317 Wilshire Blvd. (48). 
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8. Barefoot, S. W.: Acneform Eruption Produced by Use of Tetra- 
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AORTIC STENOSIS MANIFESTED AS 
CHRONIC COR PULMONALE 


Louis A. Soloff, M.D. 

Jacob Zatuchni, M.D. 

and 

Linton Turner, M.D., Philadelphia 


Aortic stenosis is notoriously difficult to diagnose dur- 
ing life in the absence of classical findings. Characteristi- 
cally, a harsh systolic murmur is audible in the second 
interspace to the right of the sternum, in which a systolic 
thrill is palpable.! The murmur is transmitted upward 
into the vessels of the neck. The second aortic sound is 
faint or absent. The blood pressure is low, and the heart 
rate is slow. The radial pulse rate is low and slow in 
rising. 

Classical findings are frequently absent. There may be 
associated hypertension that changes the character of the 
pulse and of the second aortic sound; this can also occur 
with the accentuated second pulmonic sound present in 
failure of the left side of the heart or in mitral stenosis. 
The murmur may not be intense enough either to give 
tise to a thrill or to be transmitted upward. On the other 
hand, systolic aortic murmurs are extremely common in 
the absence of aortic stenosis. For these reasons, the 
presence of aortic stenosis is frequently not discovered, 
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and a diagnosis of aortic stenosis is frequently made when 
it is not present. Kumpe and Bean * found that a correct 
clinical diagnosis had been made in only 24% of 107 
patients with aortic stenosis that was proved by necropsy. 
If one depends on the presence of a murmur to make the 
diagnosis, the percentage of error will probably be even 
greater; furthermore, the frequent presenting symptoms 
of precordial pain and of dizziness in the older patient, 
in the absence of classical symptoms, tend to direct atten- 
tion away from the aortic valve. 

The purpose of this paper is to discuss another symp- 
tom, complex-chronic cor pulmonale, which may domi- 
nate the clinical picture of aortic stenosis, and to stress 
the importance of evidence of enlargement of the left 
ventricle as a symptom of underlying aortic stenosis. The 
syndrome of chronic cor pulmonale dominating the clini- 
cal picture of aortic stenosis was first forcefully brought 
to our attention by the following case. 


REPORT OF A CASE 


A 66-year-old white man was in the Temple University Hos- 
pital on four occasions since 1947, because of shortness of 
breath and cough. On each occasion, a diagnosis of chronic 
cor pulmonale was made. Shortness of breath and a mild but 
constant cough had been present for many years but had be- 
come progressively worse during the year previous to his final 
admission in 1951. In September, 1950, a sore throat and a 
productive cough developed. Later that month, the patient be- 
came increasingly short of breath and experienced a squeezing 
pain in the left side of the chest that radiated into the left 
shoulder. Examination at that time revealed a well-developed 
white man with a plethoric facies and cyanotic lips and nails. 
The anterior-posterior diameter of the chest was increased. The 
diaphragm was low and limited in excursion. The breath sounds 
were distant and bronchovesicular in character, with basilar sub- 
crepitant rales. The heart sounds were distant, and a systolic 
apical murmur was present. The blood pressure was 110/84 
mm. Hg. The cervical veins were distended. There was minimal, 
peripheral, pitting edema. An electrocardiogram revealed no 
evidence of infarction. The P waves were prominent in leads 2, 
3, and aVF. The patient was given digitalis, diuretics, and anti- 
biotics, with but slight improvement. 

In the ensuing months, he was seen in the outpatient clinic. 
The presenting features were always dyspnea and cyanosis. The 
pulmonary findings were those of emphysema. He was read- 
mitted to the hospital in April, 1951. The physical findings were 
unchanged. A hemogram revealed a hemoglobin of 13 gm. 
(alkaline hematin method, read by photoelectric method), 4.8 
million red blood cells per cubic millimeter, and a hematocrit 
of 48%. The venous pressure was 160 mm., the ether time 31 
seconds, and the dehydrocholic acid (decholin®) time 37 sec- 
onds. An electrocardiogram again revealed prominent P waves 
and ST-T alterations that were consistent with digitalis effect and 
left ventricular hypertrophy. A chest roentgenogram revealed in- 
creased diameter of the heart, left ventricular preponderance, 
and some fibrotic strands in the upper portions of both lung 
fields. After a venesection of 200 cc. of blood, without clinical 
improvement, the ether time was 55 seconds and the dehydro- 
cholic acid time was 60 seconds. On May 26, 1951, the patient 
became disoriented and progressively more dyspneic; he died in 
several hours. 

Postmortem examination revealed aortic stenosis. The aortic 
valve was sclerotic and measured 1.3 cm. in diameter. The heart 


From the Department of Medicine, Temple University Medical School 
and Hospital. Associate Professor of Medicine, Temple University Medical 
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139, 1948. 
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weighed 700 gm. There was evidence of hypertrophy of the 
left and right ventricles. The right ventricular wall measured 
1.2 cm. The mitral valve was thickened. The coronary arteries 
were thickened but patent. There was a moderate degree of 
myocardial fibrosis, and a few fibrous adhesions of the apical 
pleura were present bilaterally. There was bullous emphysema 
in the left apex. Examination of the remainder of the lungs re- 
vealed minimal nodular fibrosis and emphysema. 


REPORT OF FURTHER STUDY 

The totally unexpected finding of aortic stenosis in a 
person without an aortic murmur and with classical symp- 
toms of advanced chronic cor pulmonale prompted study 
of findings suggestive of chronic cor pulmonale in other 
persons with aortic stenosis. Fourteen patients with aortic 
stenosis were studied. The diagnosis of aortic stenosis 
was made by the presence of classical signs or by the 
presence of a high-pitched, squeaky, apical systolic mur- 
mur * associated with a low-pitched, aortic murmur and 
with enlargement of the left ventricle or by radiographic 
evidence of aortic valvular calcification. There were 11 
men and 3 women whose ages varied from 33 to 82 years. 


Venous Pressure and Circulation Time in Fourteen Persons 
with Aortic Stenosis 


Ether Decholin® 


Cireu- Cireu- Left 
Venous lation lation Heart 
Case Pressure Time Time Time Date 
1 120 10 15 .' 
2 160 20 19 -—1 10/16/51 
Jae 28 21 —7 10/19/51 
80 18 22 4 10/22/51 
3 200 9 24 15 10/ 4/51 * 
130 9 30 21 10/ 8/51 
4 180 11 24 13 10/ 4/51 
160 10 19 9 10/ 6/51 
5 150 10 22 12 1l/ 5/51 
160 10 20 10 1l/ 8/51 
136 8 17 9 11/13/51 
6 160 25 27 
7 160 15 27 12 2/27/62 * 
& 290 30 35 5 2/27/52 * 
9 40 12 16 
10 65 7 19 
11 120 19 25 Cul 
12 112 12 25 
13 300 30 50 20 8/20/51 * 
300 17 40 23 8/24/51 * 
14 250 23 48 25 10/ 9/51 * 
170 8 36 28 10/11/51 * 


* Clinical heart failure. 


Dehydrocholic acid and ether were used for measuring 
circulation times. The end points were carefully explained 
to the patients. An 18 gage needle was used. The injec- 
tion was made as rapidly as possible. Dehydrocholic acid, 
5 cc., was used to measure the arm to tongue time and 
ether, 5 minims, to measure the arm to lung time. Venous 
pressure was measured in an antecubital vein with a 
citrate-filled manometer. The patients were supine; the 
zero reference level was 5 cm. below Louis’s angle. 


3. Braum, H. A., and Comeau, W. I.: The Importance of a High- 
Pitched Squeaking Systolic Murmur in the Diagnosis of Aortic Stenosis 
and Calcification of the Aortic Valve, New England J. Med. 244: 507, 
1951. 

4. Weiss, S., and Robb, G. P.: Cardiac Asthma (Paroxysmal Cardiac 
Dyspnea) and Syndrome of Left Ventricular Failure, J. A. M. A. 100: 
1841 (June 10) 1933. 

5. Fishberg, A. M.: Heart Failure, ed. 2, Philadelphia, Lea & Febiger, 
1940, p. 427. 

6. Pearce, M. L.; Lewis, A. E., and Kaplan, M. R.: The Factors 
Influencing the Circulation Time, Circulation 5: 583, 1952. 

7. Hitzig, W. M.: The Use of Ether in Measuring the Circulation Time 
from the Antecubital Veins to the Pulmonary Capillaries, Am. Heart J. 
10: 1080, 1935. 
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The results of the venous pressure and circulation 
time determinations are seen in the table. Seven determj. 
nations were made during failure and 15 during clinica) 
compensation. In 8 of the 15 patients with no clinica] 
evidence of heart failure, the ether time was longer than 
the “left heart time”; this was determined by subtracting 
the ether time from the dehydrocholic acid time. The 
venous pressure was elevated in all patients with failure 
In this group, both the dehydrocholic acid and ether times 
were prolonged, but there was a disproportionate jp. 
crease in ether time in all patients except one. In two 
instances, the ether time was actually longer than the 
dehydrocholic acid time. 

Radiographic study showed enlargement of the left 
ventricle in all instances, and there was electrocardio- 
graphic evidence of hypertrophy of the left ventricle jn 
all patients. Clinical examination showed an increase in 
the anterior-posterior diameter of the chest, with hyper- 
resonance and distant breath sounds in several of the 
older patients and patients with dyspnea of long duration, 


COMMENT 
The frequency of emphysematous distention of the 
thorax in elderly persons with hypertension and failure 
of the left side of the heart is well known. Sixty-three 
per cent of Weiss and Robb’s * patients with severe car- 
diac asthma caused by failure of the left ventricle had 
physical signs of emphysema. Fishberg °* believes that the 
frequent presence of pulmonary emphysema and hyper- 
tension with arteriosclerotic heart disease is not a coinci- 
dence but that the former is frequently a consequence of 
the latter. A similar, frequent clinical association of 
emphysema with aortic stenosis has not been recognized; 
however, it has been known for a long time that the 
commonest cause of hypertrophy of the right ventricle 
is hypertrophy of the left ventricle. This association is 
as true for aortic stenosis as it is for hypertension. The 
right ventricular hypertrophy is the morphological evi- 
dence of increased resistance in the pulmonary circuit 
that is probably related to the increased pulmonary blood 
volume. Increased pulmonary volume may be caused by 
incompetence of the left ventricle, functional mitral re- 
gurgitation, or both mechanisms. Later, secondary pul- 
monary changes caused by infections or other unrelated 
mechanisms may operate. At any rate, from the stand- 
point of the usual interpretation of the circulation time, 
it appears that the right side of the heart fails first in 
aortic stenosis, although the first symptoms to appear are 
those of failure of the left side of the heart (dyspnea). 
An extremely disturbing feature in the interpretation 
of the circulation times is the finding, in two instances, of 
ether times longer than the dehydrocholic acid times, de- 
terminations that were verified by repetition. Actually, 
circulation time as determined by the test substances used 
represents, as Pearce, Lewis, and Kaplan ° state, “the 
time that it takes an injected indicator to reach a detect: 
able concentration at the place of detection.” They have 
shown that pooling of the test substance is one of the 
factors controlling circulation time. The lungs are the 
most important member of the diluting or pooling sy 
tem. Hitzig * has shown that if the dose of ether is small 
enough the end point may become poorly defined. Pool- 
ing of blood has the same effect. The prolonged ethe! 
time, which occasionally may exceed the dehydrocholic 
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acid time, may be a manifestation of this pooling effect 
of blood in the lungs and a difference in sensitivity of the 
end organs to different concentrations of test substances. 

From the practical clinical standpoint, however, the 
important fact is that an isolated, prolonged ether time 
does not exclude primary disease of the left side of the 
heart, even in the presence of overwhelming symptoms 
that point to the lungs as a primary cause. One should 
carefully search for evidence of disease and enlargement 
of the left side of the heart. Unexplained clinical, radio- 
logical, or electrocardiographic evidence of enlargement 
should lead one to look carefully for aortic stenosis in 
addition to other causes of disease of the left side of the 
heart. 

SUMMARY AND CONCLUSIONS 

A symptom-complex, chronic cor pulmonale, which 
may dominate the clinical picture of aortic stenosis, is dis- 
cussed. The circulation time and venous pressure were 
determined in 14 consecutive patients with isolated aortic 
stenosis. The circulation time for the right side of the 
heart was commonly prolonged and frequently was 
longer than the circulation time for the left side. Even 
in the presence of clinical heart failure, the time for the 
left side of the heart was disproportionately slow com- 
pared to the right. 

An isolated, prolonged ether time does not exclude 
primary disease of the left side of the heart, even in the 
presence of overwhelming pulmonary symptoms. Unex- 
plained enlargement of the left ventricle should incite 
suspicion of underlying aortic stenosis. 


Broad Street at Ontario. 


MITRAL COMMISSUROTOMY DURING 
PREGNANCY 


Denton A. Cooley, M.D. 
and 
Don W. Chapman, M.D., Houston, Texas 


In obstetric practice heart disease is one of the leading 
causes of maternal morbidity and mortality. Chronic 
rheumatic valvulitis constitutes 90 to 95% of the cardiac 
lesions that occur in pregnant women,’ and in 75% of the 
patients there is involvement of the mitral valve alone, 
usually with mitral stenosis with or without mitral insuf- 
ficiency.* For the most part, prognosis is based primarily 
on the threat or the presence of cardiac decompensation. 
In favorable cases (functional classes 1 and 2), in which 
cardiac decompensation is uncommon, the maternal 
mortality approaches 40 to 50% and cardiac decom- 
pensation accounts for 60 to 65% of the fatalities.’ For- 
tunately, the majority of patients (about 85% )* are in 
class 1 or 2, and here therapeutic abortion is seldom 
indicated. On the other hand, the maternal risk in class 3 
and particularly in class 4 not infrequently prompts the 
obstetrician to resort to therapeutic abortion in the first 
or second trimester of pregnancy. 

During pregnancy cardiac output increases gradually, 
beginning at the 12th week and continuing through the 
24th week.* From then until the 36th week, cardiac out- 
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put increases progressively and reaches a maximum of 
approximately 50% above the nonpregnant output. 
Maximum cardiac output occurs in the 36th week, 
whereas during the last four weeks before term the car- 
diac burden is decreased by 25%. If signs of cardiac de- 
compensation prior to the “safe interlude” preceding 
delivery do not develop, the outlook is relatively good. 
Labor is usually well tolerated and does not impose un- 
bearable strain on the heart. Therefore, cesarean section 
is justifiable only for obstetric indications. The first 24 
to 72 hours after delivery is another critical period during 
which cardiac decompensation may occur. An explana- 
tion for this fact may be found in an analogy between the 
placenta and an arteriovenous fistula about which it is 
known that sudden occlusion of the shunt by surgery may 
precipitate cardiac decompensation because of an ex- 
panded circulating blood volume.* 

By means of rigid cardiac regimens, including digitalis, 
salt-poor diet, and strict bedrest during the critical peri- 
ods of pregnancy, the mortality rate, even in poor risk 
patients, has been significantly reduced. Not infrequently, 
however, the obstetrician and cardiologist encounter a 
patient with pure mitral stenosis for whom neither the pa- 
tient, husband, or clinician is content with expectant con- 
servatism and its associated risk to the mother. The choice 
is between continuation of pregnancy and interruption by 
curettage or hysterotomy with its associated dangers. In 
selected patients a direct and more desirable solution to 
the problem of class 3 and 4 patients is mitral commis- 
surotomy, if such a procedure is feasible during preg- 
nancy. In the following case, a functional class 3 patient 
who had mitral stenosis and was in the fourth month of 
pregnancy obtained favorable results with cardiac sur- 
gery. 

REPORT OF A CASE 

A 28-year-old housewife was seen in consultation on Oct. 
24, 1951, during the fourth month of her first pregnancy, be- 
cause of chronic rheumatic valvular disease. There was no his- 
tory of acute rheumatic fever during childhood. In December, 
1949, after an attack of bronchitis, pulmonary congestion de- 
veloped, clearing after several weeks of digitalis, diuretics, and 
salt deprivation therapy. The next year she was admitted to the 
hospital several times because of mild pulmonary edema, but 
between attacks she remained moderately well on restricted 
activity. The last menses were on July 29, 1951, and during the 
month preceding consultation she noted progressive incapacity. 
She could walk slowly 100 to 200 yards but fatigued quickly on 
the slightest inclines. She was determined to continue with preg- 
nancy despite the possible consequences that had been explained 
to her by her physician. 

The patient was pale and thin and appeared chronically ill. 
Blood pressure was 124/70 mm. Hg; cardiac rhythm was regular; 
and respirations were unlabored. There was minimal cardiac 
enlargement, and there was a palpable precordial thrill accom- 
panying a grade 4 mitral diastolic murmur with typical pre- 
systolic accentuation. M-1 was sharp and snapping, and there 
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was a soft diastolic murmur along the left sternal border that 
was interpreted as a Graham Steell functional pulmonic mur- 
mur. The lungs were clear, and the liver was not enlarged. On 
vaginal examination the uterus was found to be symmetrically 
enlarged and compatible with three to four months pregnancy. 

The hemoglobin was 13.5 gm. per 100 cc., the red blood 
cell count 4,180,000, and the white blood cell count 7,900, with 
a normal differential and a normal sedimentation rate. The 
urine, on examination, was normal. Roentgenograms and 
fluoroscopy of the chest revealed a characteristic mitralized con- 
figuration of the cardiac silhouette, with moderate left atrial en- 
largement and pulmonary congestion. The electrocardiogram 
demonstrated a sinus rhythm, right axis deviation, and right 
ventricular hypertrophy. Venous catheterization of the heart was 
done on Nov. 1, 1951. Results of catheterization were com- 
patible with tight mitral stenosis (table 1). 

On Nov. 2, 1951, under ether anesthesia, a mitral commis- 
surotomy was performed without difficulty. An anterior fourth 
interspace incision was used to approach the left auricular 
appendage. Exploration of the left atrium revealed that the 
mitral orifice was of finger tip size, the leaflets were elastic, and 
there was relatively little mitral insufficiency. A finger fracture 
or digital dissection technique was employed to divide the com- 
missures both anterolaterally and posteromedially; almost no 
mitral insufficiency was produced. Pressure determinations were 
made at the operating table with a saline manometer (table 2). 

The chest incision was closed with intercostal underwater 
drainage. The patient received a total of 500 cc. of transfused 
whole blood during the procedure and on return to the ward. 
During the first 10 days after operation, progesterone, 25 mg. 
daily, was administered in order to prevent uterine contractions. 
At no time during the postoperative course was there any indica- 
tion of possible precipitation of labor. Digitoxin (crystodigin®), 
0.1 mg. daily, and quinidine sulfate, 0.2 gm. four times a day, 
were administered throughout her hospital stay. On about the 
fifth postoperative day, a harsh pericardial friction rub de- 
veloped, which gradually subsided within a week. On the 16th 
postoperative day she was discharged from the hospital in good 
condition. The diastolic rumble and crescendo presystolic mur- 
mur had completely disappeared, and, except for slight accentu- 
ation of P., the heart was normal to physical examination. 
Also, the Graham Steell murmur had disappeared. 

On her return home she resumed normal activities and re- 
mained active, driving her own car, until the date of confinement, 
with no symptoms of cardiac decompensation. She entered the 
hospital in early labor on May 18, 1952, 11 days after the 


TABLE 1.—Results of Venous Catheterization of the Heart 


During 
At Rest Exercise 


Pressure determinations (mm. Hg) 


Pulmonary capillary 16 (mean) 24 (mean) 
28/15 
25/0 37/3 
A.V. oxygen difference (vol. %)...........++- 4.55 5.10 
Radial artery oxygen (% saturation)....... 81.3 86.4 
Cardiac output (liters/min.) (Fick principle) 3.32 6.10 
Cardiac index (liters/min./m?)*.............. 2.17 3.99 
Mitral valve size (em.*) (Gorlin and Gorlin 
0.9 


* M2 = square meter of body surface. 

+ Gorlin, R., and Gorlin, 8. G.: Hydraulic Formula for Calculation 
of Area of Stenotic Mitral Valve, Other Cardiac Valves and Central 
Cireulatory Shunts, Am. Heart J. 41:1, 1951. 


expected date of confinement. Six hours later delivery was ac- 
complished by low forceps, employing pudendal block anesthesia 
and an episiotomy. The infant was a 7 Ib. 3 oz. (3,288 gm.) girl; 
mother and baby were discharged from the hospital one week 
later, both in good condition. 
COMMENT 

At the time of surgery the authors were aware of no 
similar case, but recently other cases have come to our 
attention in which commissurotomy during pregnancy 


J.A.M.A., Nov. 15, 1952 


yielded good results.* Admittedly, the decision in our 
patient involves a controversial problem. On a statistica| 
basis it may be argued that she would have survived preg- 
nancy on a carefully controlled medical program. In favor 
of the procedure in this instance was the freedom from 
prolonged confinement, the relief of mental anxiety for aj! 
concerned, and restoration of functional normality at an 
optimal state in pregnancy. 


TABLE 2.—Pressure Determinations Made at Operation 
with a Saline Manometer 


Systemic 

Pulmonary Artery 
Artery Left Auricle = (Brachial) 
(Cm./Saline) (Cm./Saline) (Mm. Hg) 


Before commissurotomy ...... 57 41.5 120/30 
After commissurotomy ....... 36.5 28.5 130/80 
SUMMARY 


Cardiac catheterization and mitral commissurotomy 
were well tolerated during the fourth month of pregnancy 
in a 28-year-old primipara with mitral stenosis (func- 
tional class 3). After an uncomplicated postoperative 
course, she remained active until the date of confinement, 
at which time she delivered a healthy 7 lb. 3 oz. (3,288 
gm.) infant. 

ADDENDUM 

Since this report was submitted, a 23-year-old primi- 
gravida in the 36th week of pregnancy underwent com- 
missurotomy on June 26, 1952. In spite of a rigid cardiac 
regimen preceding admission, she was having the second 


. attack of severe pulmonary edema since pregnancy began. 


Labor commenced on June 28, 1952, and a 5 lb. 11 oz. 
(2,580 gm.) infant boy was delivered by low for- 
ceps 62 hours after commissurotomy. Mother and in- 
fant were discharged from the hospital five days later. 


6. Baker, C.; Brock, R. C.; Campbell, M., and Wood, P.: Valvotomy 
for Mitral Stenosis, Brit. M. J. 2: 1043, 1952. Rumel, W. R.: Personal 
communication to the authors. . 


Sign of Peritoneal Irritation.—I should like to record another 
physical sign which I have found to be present in cases of intra- 
peritoneal hemorrhage and of peritonitis, chemical and bac- 
terial. This consists of the production of upper abdominal or 
lower abdominal pain by pressure on the phrenic nerve in the 
neck. . . . The patient’s head is turned toward the contra- 
lateral side, thus superimposing the skin and pressure points 
. . . (which are) on either the left or right side of the neck, at 
a level of about 0.75 to 1.5 inches above the clavicle, just 
posterior to the lateral border of the sternocleidomastoid muscle. 
This point usually corresponds to the level of the cricoid cartilage. 
This area is called the subclavian triangle. At the above point 
the scalenus anticus muscle is directly under the finger, and 
the phrenic nerve is coursing anteriorly, medially, and caudally 
over the scalenus anticus muscle. 

The pain is produced in the abdomen and is of a sharp, sud- 
den, cramping nature. It is not persistent when the phrenic 
pressure point is released. The pain has most frequently been 
located at the lateral border of the rectus abdominis muscle, 
at a point approximately one-half the distance between the level 
of the umbilicus and that of the symphysis. Occasionally it has 
been located at a point on the lateral border of the rectus ab- 
dominis muscle halfway between the costal margin and the level 
of the umbilicus. In one case there was epigastric pain. The pail 
has occurred on the same side as that upon which the phrenic 
pressure has been applied in all but one case.—Elmer Hoff- 
man, M.D., The Phrenic Rebound Phenomenon—A New Phys'- 
cal Sign, Annals of Surgery, August, 1952. 
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APPARATUS FOR FACILITATING 
COLOSTOMY IRRIGATION 


Barton McSwain, M.D., Nashville, Tenn. 


In order to make irrigation of a colostomy as easy as 
possible for the patient, a new piece of equipment has 
been devised. The story of the evolution of the apparatus 
helps explain its mechanism and value. At first an alumi- 


Fig. 1.—The apparatus. 


Fig. 2.—The apparatus being used. 


num stewpot, with a hole in the center, and a piece of 
metal pipe attached to it, was used; then a stainless steel 
emesis basin was substituted for the stewpot. A member 
of the nursing staff suggested the addition of the flange to 
prevent the return flow from splashing on the patient. 
A patient suggested moving the hole from the center to 


an eccentric position, since his colostomy was not in the 
midline, 


‘ 5 the Department of Surgery, Vanderbilt University School of 
ine, 
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Figure 1 is a photograph of the apparatus. The stain- 
less steel basin, 11% by 5 by 2 in. (31.24 by 12.70 by 
5.08 cm.) costs $4.00. The work shop charge for the 
flange and pipe, both of which are made of stainless steel, 
and the cutting and welding cost $5.00, making the total 
cost of the apparatus $9.00. Figure 2 shows the appara- 
tus in place. With an enema bag suspended above, the 
patient sits on the toilet seat, irrigates the colostomy, al- 
lows the fluid to run back into the emesis basin, then 
through the pipe between his legs, and into the toilet 
bowl. The apparatus is easy to clean and cannot be worn 
out. During the past four years, numerous patients have 
used it and found it entirely satisfactory. 


ABDOMINAL APOPLEXY IN A CHILD 
REPORT OF A CASE 


August J. Jurishica, M.D. 
and 


Joseph E. Vaccaro, M.D., Milwaukee 


Bleeding into the retroperitoneal space after trauma is 
not uncommon, but spontaneous retroperitoneal hemor- 
rhage is rare.’ The condition has been termed abdominal 
apoplexy. Marks and Freedlander stated in 1945 that 
only 25 such cases had been reported since the first such 
report, in 1911.* To these they added 3 of their own 
cases, for a total of 28. In the same year Kenny and 
Doniach * described a 30-year-old woman in the 36th 
week of pregnancy who died from a spontaneous retro- 
peritoneal hemorrhage, and in 1949 Baker and Graf‘ 
reported a case of massive spontaneous hemorrhage into 
the left perirenal area in a 49-year-old man with adrenal 
anaplastic carcinoma.° The average age in the 30 patients 
mentioned above was 48 years. The only report of spon- 
taneous retroperitoneal hemorrhage in a child appears to 
be the one by Garland, who in 1949 operated on a 
2-year-old girl because of pain, tenderness, and a mass 
in the right lower abdominal quadrant.* The mass was 
found to be a hematoma behind and lateral to the cecum. 
It is the purpose of this communication to present a brief 
report of another case of spontaneous retroperitoneal 
hemorrhage in a child. 


REPORT OF A CASE 


M. R. P., aged 2 years, appeared to be a normal girl with 
respect to her growth, development, and activities. She had had 
no serious illness and no injuries outside of those incidental to 
the play of a 2-year-old child. About 9 a. m. on April 12, 1951, 
while busy with the usual playing at home, she suddenly was 
heard to cry and was found lying on the kitchen floor complain- 
ing of pain in the abdomen. Her mother, a registered nurse, 
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noticed that the child was anxious, pale, and perspiring. About 
11 a. m. the child vomited. When she was examined about three 
hours after the onset of her illness, she was found to be extreme- 
ly pale, weak, and apathetic. Her skin was sweaty but not cold. 
Her pulse rate was 120. She seemed comfortable lying quietly 
on her back but cried when she was picked up. There was no 
external evidence of bruises or injuries of any kind. The heart 
and lungs were normal; the abdomen was soft, symmetrical, and 
nontender, and the bowel sounds were about normal. The solid 
organs were not palpable, but an indefinite, sausage-shaped mass 
was palpable in the left lower abdominal quadrant. The rectal 
examination revealed no abnormalities, and there was no blood 
on the examining finger. A diagnosis of intussusception or 
volvulus was entertained, and she was hospitalized. A barium 
enema roentgen examination revealed that the entire large bowel 
filled readily, including the appendix and terminal ileum, and 
that it contained no abnormalities except a large quantity of fecal 
material. 

The patient gradually quieted down and seemed comfortable 
if she was left lying quietly on her back. On the insistence of 
her mother, she was allowed to leave the hospital the same day. 
At home she spent a restless night, during which she had several 
episodes of emesis of food and gastric juice. She remained pale 
and weak. The pulse rate remained rapid. She cried with every 
change of her position as well as when her lower extremities 
were flexed on her abdomen. The recumbent position seemed to 
be the only position of comfort. Gradually her respirations be- 
came more rapid and a low grade fever developed. She refused 
all food and liquids. About 25 hours after the onset of her ill- 
ness her abdomen became markedly distended and she was 
breathing with a grunt. She appeared acutely ill and was hos- 
pitalized again. 

On this second admission to the hospital her skin was pale, and 
she was weak; her pulse rate was rapid, and her respirations were 
grunting. The abdomen was markedly distended, symmetrical, 
generally soft, and nontender except just to the left of the 
umbilicus. There was a suggestion of an indefinite mass just to 
the left of the umbilicus, with questionable muscle spasm over it. 
The bowel sounds were present but hypoactive. The liver, spleen, 
and kidneys were not palpable. Again there was no evidence of 
bruises or discolorations anywhere on the body. The results of 
rectal examination were negative except for a considerable 
amount of hard stool. There seemed to be moderate tenderness 
in the left costovertebral angle. Examination of the chest re- 
vealed no abnormalities. The red blood cell count was 3,490,000, 
hemoglobin 9.5 gm., and white blood cell count 16,150, with 4% 
stab forms, 68% segmented polymorphonuclear leukocytes, 
21% lymphocytes, and 7% monocytes. Her urine was essentially 
normal. 

The patient was taken to the operating room with the diagnosis 
of “acute abdomen.” With the use of inhalation anesthesia, the 
abdomen was entered through a left paramedian incision. The 
peritoneal cavity contained no fluid and no free blood. The entire 
colon, from the rectum to the cecum, contained innumerable 
hard fecal masses. The appendix and the terminal ileum appeared 
to be normal. Several areas of hematoma were found on the 
descending colon. These were an extension of an extensive 
hematoma that involved the retroperitoneal tissues on the left 
side of the abdomen. The entire retroperitoneal space on the 
left side of the abdomen, from the cul-de-sac up to the dia- 
phragm, was infiltrated with blood. This blood had extended 
along the mesocolon and in many places completely surrounded 
the descending colon. The origin of the hemorrhage could not 
be determined. The spleen was normal, and, while the left kidney 
and the pancreas were not directly visualized, they were normal 
to palpation. The right side of the abdomen and the right retro- 
peritoneal space appeared to be normal. The blood seemed to 
be evenly distributed through all the tissues involved and was 
left as found. The abdomen was closed in layers, and the patient 
was returned to her bed with no apparent change in her con- 
dition. 

Postoperatively, the patient was given 750 cc. of whole blood 
intravenously. Her color and strength improved markedly. 
Treatment with oxygen, intravenously administered fluids, and 
penicillin and streptomycin was continued for the first few days 
postoperatively. The patient continued to have fever, with 


temperature up to 103 F, for several days, and the abdomen 


J.A.M.A., Nov. 15, 195) 


remained distended and silent for the first few postoperative 
days. Gradually her fever and distention disappeared, and she 
began to eat well and sit and play in her crib. Repeated €Xamina- 
tions during her hospital stay revealed no blood in the urine at 
any time. There was no abnormality of the clotting or bleeding 
time and no evidence of blood dyscrasia. Her abdominal wounq 
healed well, and she was discharged eight days after the operation, 


COMMENT 


The diagnosis in patients with spontaneous retro. 
peritoneal hemorrhage is seldom made preoperatively 
even though some authors have described the syndrome 
and have stated the belief that the condition can be diag- 
nosed with some degree of certainty.* These authors 
pointed out that retroperitoneal bleeding gives rise to dull, 
sickening pain, usually of sudden onset, persistent or 
gradually subsiding, and usually associated with nausea 
and vomiting. The patients are usually restless and gain 
no relief from vomiting or bowel evacuations. The pain 
may fade away but recurs with recurrence of the retro- 
peritoneal bleeding. Should the hematoma rupture into 
the peritoneal cavity, the patient experiences sudden ex- 
cruciating exacerbation of the pain and may rapidly go 
into shock. 

Marks and Freedlander * could not find a correlation 
between the type and location of the pain and the ana- 
tomic findings in their patients. In our patient, the initial 
pain seemed severe, but later the patient found comfort 
in the supine position and preferred to lie still. The most 
striking findings in our patient were the marked pallor 
of the skin and mucous membranes, the rapid pulse, 
weakness, distention of the abdomen, and pain on flexion 
of the thighs. 

In the reported cases, 56.6% of all the adult patients 
with spontaneous retroperitoneal hemorrhage have had 
generalized arteriosclerosis or hypertension, or both. 
Some local vascular defect must have been present in 
the others. In the reported cases the bleeding came from 
the branches of the celiac axis in 9 and from the branches 
of the superior mesenteric artery in 15. In the others, as 
well as in our patient, the origin of the bleeding could 
not be determined. In our patient, the blood seemed to 
be about equally distributed throughout the entire retro- 
peritoneal space on the left side of the abdomen. The 
patient had no hematuria, gross or microscopic, and the 
left kidney was normal as could be determined by pal- 
pation at the operating table. The bleeding had ap- 
parently stopped some time before the operation, and we 
did not attempt to evacuate the hematoma. The patient 
made a satisfactory recovery and remained well. 

In retrospect it appears that a diagnosis of an “internal 
hemorrhage” could have been made in this patient be- 
cause of the extreme pallor of her skin and mucous mem- 
branes and the rapid pulse, rapid respirations, and sweaty 
skin at the time of the original examination. The tender- 
ness in the left upper part of the abdomen and the left 
costovertebral angle and the pain elicited when we at 
tempted to flex and extend the thighs were good localizing 
signs. The patient was unable to state just where the 
pain was, but it was apparent from her reaction thal 


7. Crile, G., Jr., and Newell, E. T., Jr.: Abdominal Apoplexy: Spo 
taneous Rupture of Visceral Vessel, J. A. M. A. 114: 1155 (March 30) 
1940. Cushman, G. F., and Kilgore, A. R.: The Syndrome of Mesenteric 
or Subperitoneal Hemorrhage (Abdominal Apoplexy), Ann. Surg. 114: 
672, 1941. 
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flexion of the thighs produced severe pain. It is interesting 
that pain on flexion of the thighs is not mentioned in 
those cases of retroperitoneal hemorrhage reported in 
the literature. Theoretically, patients with retroperitoneal 
hemorrhage would be expected to have pain in the back 
on flexion of their thighs. The hematoma is usually 
located in the loose tissues between the psoas muscles 


itoneum. 
and the perito CONCLUSIONS 


Only one case of a spontaneous retroperitoneal hem- 
orrhage in a 2-year-old child was found recorded in the 
medical literature. To this we add a similar case. Our 
patient presented definite signs of blood loss and had 
localized tenderness over the hematoma and signs of ir- 
ritation of the psoas muscle. Celiotomy was performed, 
but the hematoma was left undisturbed. The child made 
an uneventful recovery and remained well. 


335 W. North Ave. (12) (Dr. Jurishica). 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


REPORT OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 


The Council wishes to express its appreciation for the valuable 
cooperation of the Advisory Commitee on Audiometers and 
Hearing Aids for its expert services. The Committee members 
are Drs. Gordon Berry, Richard K. Cook, Hallowell Davis 
(resigned), Kenneth M. Day, Edmund P. Fowler, Moses H. Lurie, 
Douglas Macfarlan and C. Stewart Nash. 


E. De Forest, M.D., Secretary. 


MINIMAL REQUIREMENTS FOR ACCEPTABLE 
SPEECH AUDIOMETERS FOR 
DIAGNOSTIC PURPOSES 

SCOPE 


Several diagnostic tests of hearing are based on the ability 
of a listener to repeat or write down correctly words or sentences 
delivered to him at known acoustic levels. To standardize these 
hearing tests it is necessary to specify both the test material, 
such as words or sentences, their manner of presentation, and 
acoustic levels to be employed, and also the apparatus to be 
employed for the presentation. The normal threshold for speech, 
sometimes known as the “speech reception threshold,” depends 
not only on the average sensitivity of normal human ears but 
also on the characteristics of the test material employed, the 
voice of the speaker, and the electroacoustic characteristics of 
the speech audiometer. One objective of the present require- 
ments is to standardize the latter so that when the test material 
and the characteristics of the recording system are also specified, 
a value for the normal threshold for speech, in decibels relative 
‘0 a standard acoustic reference pressure, can be determined 
experimen‘ally. Until such standardization is completed, the 
normal threshold for speech must be determined empirically for 
tach voice and recording and for each form of speech test. 

The present requirements deal only with apparatus for speech 
ests with the following general objectives: (1) speech sounds 
that reach the listener’s ear shall be a faithful reproduction, 
within specified limits of tolerance, of the original spoken or 
recorded material, and (2) sound pressure levels at which the 
‘peech sounds reach the listener’s ear shall be known and con- 
trollable within the specified limits. Such an apparatus is desig- 
nated a “speech audiometer for diagnostic purposes.” With such 
‘0 instrument, and employing appropriate spoken or recorded 
material, it is possible to determine both the “hearing loss for 
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speech” and the “discrimination loss for speech.” ! The “speech 
audiometer for diagnostic purposes,” which is the subject of 
this specification, is intended for testing one person at a time 
and should be distinguished from “screening speech audiometers” 
designed for rapid approximate testing of large groups of per- 
sons simultaneously. 

It is anticipated that separate requirements covering suitable 
test material, and particularly covering recordings of test ma- 
terial, will be prepared at a later date. Certain assumptions con- 
cerning these anticipated specifications are evident in this 
specification, as for example in the section dealing with the 
mechanical reproducer. 

DEFINITIONS 


The essential elements of a speech audiometer are: 
1. A source of speech, either 
(a) the voice of the operator, or 
(b) a recording, usually a phonograph disc or a magnetic 
tape. 
2. A transducer appropriate to the source; i. e., a microphone, 
a turntable and phonograph pickup, or a magnetic-tape play- 
back. 
3. An amplifier. 
4. A meter or other device for monitoring the output of the 
amplifier to a known or predetermined level. 
5. An attenuator. 
6. A calibrated earphone or earphones. 


A speech audiometer may be a pure tone audiometer (Mini- 
mum Requirements for Acceptable Pure Tone Audiometers for 
Diagnostic Purposes, J. A. M. A. 146:255-257, 1951. See also 
American Standard Z24.5-1951) that is provided with an appro- 
priate microphone or playback device and a proper meter or 
other monitor. 

A “recorded-speech audiometer” is a speech audiometer pro- 
vided with a turntable and electrical pickup or a magnetic-tape 
playback for use with recorded test material. A “live-voice audi- 
ometer” is a speech audiometer provided with a microphone for 
use with the voice of the operator. 

The “hearing loss for speech” of an ear is the ratio, expressed 
in decibels, of the thresho!d for speech for that ear, determined 
by an appropriate form of speech test, to the normal threshold 
for speech, determined for that same speech test administered 
in the same manner. 

The “discrimination for speech,” or “articulation score,” of an 
ear is the percentage of items in an appropriate form of test, 
usually monosyllabic words, that is correctly repeated, written 
down, or checked by the listener. This form of test is usually 
administered at an acoustic level well above the threshold for 
speech. The normal value of discrimination (or articulation 
score) for each test must be determined empirically. The “dis- 
crimination loss” is the difference between the normal score for 
the test and the score obtained for the ear under test. 


REQUIREMENTS 


General.—The general features listed in the foregoing section 
shall be provided. A spzech audiometer may be a recorded- 
speech audiometer, a live-voice audiometer, or both. No bone- 
conduction receiver is required. No interrupter is required. 


Power Supply.—The audiometer shall operate by electric 
power from one or more of the following sources: battery power 
supply, direct current at a line voltage of 117 volts, alternating 
current at 60 cps and 117 volts, or such supply as regional re- 
quirements demand. The test of reference pressure (see below) 
shall be made at line voltages of 105 and 125 volts, at the ex- 
tremes of the usable range of battery voltages recommended 
by the manufacturer, or at proportional voltages above and 
below those required by regional demands. Tests for compliance 
with other requirements shall be made at the nominal voltages 
recommended by the manufacturer. 


Battery-Operated Instruments.—In a battery-operated instru- 
ment some means must be provided for determining when the 
limiting battery voltage, under load, has been reached. 


1, These concepts are more fully defined in an article by H. Davis: 
The Articulation Area and the Social Adequacy Index for Hearing, 
Laryngoscope 58: 761-778, 1948. 
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Nameplate.—The audiometer shall have a nameplate giving 
the manufacturer’s name, model number, serial number, voltage 
(or voltages) and frequency (or frequencies) of the power supply, 
and the power consumed by the audiometer. 

Headband and Cushions.—A spring headband shall be pro- 
vided to hold the earphone firmly against the ear. Cushions, or 
other coverings for the earphone shall be designed and the 
spring tension selected with due consideration of acoustic seal, 
comfort, ease of rapid and accurate placement and removal, 
ease of cleaning, and maintenance of the proper size of cavity 
for which the earphone is calibrated. In general, a force be- 
tween 1.0 and 2.0 kg. is required to provide a satisfactory 
acoustic seal and still meet the demands of reasonable comfort. 
If only one earphone is provided, a dummy earphone with 
proper cushion or covering to close the opposite ear shall be 
provided and suitably marked. The headband shall be easily 
and rapidly adjustable to fit the heads of adults or children. 


Earphones.—lf two or more earphones, substantially identi- 
cal in appearance and interchangeable in their connections, are 
furnished with a speech audiometer, each earphone must meet 
the requirements of over-all acoustic fidelity and of distortion 
(see below). If a clear color code or a connector that will not 
allow connection of an earphone to the wrong circuit is pro- 
vided, the output of each earphone need meet these specifica- 
tions only when the earphone is connected to its intended circuit. 


CONSTANT STYLUS VELOCITY RESPONSE OF SPEECH AUDIOMETER 
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Fig. 1.—Stylus Velocity Relative to Frequency, NARTB Reproducing 
Standard for Lateral Recording. 


If two earphones are provided, a control shall also be pro- 
vided on the instrument panel whereby the output can be de- 
livered to either earphone. The signal from the earphone 
nominally “Off” shall be 10 db below the normal threshold 
for speech or at least 65 db below the signal from the receiver 
nominally “On.” 

If more than one earphone is provided and the earphones can 
be disconnected from the main instrument, the output from any 
earphone remaining connected shall not vary by more than 0.5 
db when another earphone is disconnected. 

Mechanical Reproducer.—If a mechanical reproducer is pro- 
vided it shall be capable of playing at a turntable speed of 33% 
rpm. In addition, a turntable capable of 78.26 and 45 rpm 
is very desirable. The pickup shall exert a maximum force of 
not more than 10 gm. and shall be supplied with a stylus made 
of a whole diamond ground so as not to be fractured easily. 
(It is assumed that all tests recorded, whether 78.26, 45 or 33% 
rpm, will be made with standard groove, not microgroove.) 

Magnetic-Tape Playback.—If a magnetic-tape playback is 
provided, it shall be capable of playing tape at speeds of 7.5 
and 15 in. per second. 

Amplifier—An amplifier shall be provided to raise the signal 
level high enough to produce the necessary sound-pressure out- 
put from the earphone. Its performance is adequately specified 
below in the requirements for over-all acoustic fidelity and 
necessary output laid down for the system as a whole. 

Provision shall be made for continuous adjustment of the 
gain of the amplifier to accommodate differences of + 10 db 
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in the absolute level at which the calibrating tone may be 
recorded. 


Monitor.—In a recorded-speech audiometer, a meter or equiy. 
alent indicator shall be provided to register the attainment of 
an appropriate reference level (see below) with a relative accuracy 
of +1 db when a calibrating tone of 1,000 cps, assumed tg 
be recorded on each disc or tape, is played through the Pickup 
and amplifier. The sensitivity of the meter need only be such 
as to allow clear indication of the desired reference level, The 
meter shall be connected immediately ahead of the calibrateg 
attenuator. 

In a live-voice audiometer, a VU meter (American Stang. 
ard C 16.5-1942 or latest revision thereof) ? shall be connectej 
to allow the operator to monitor his voice to an appropriate 
reference level measured at the input to the main attenuator. 
The amount of amplification provided shall be such that the 
meter will indicate the required reference level when the operator 
speaks the phrase, “You will say,” in a natural conversational 
voice at a distance of 6 to 12 in. from the microphone, accori. 
ing to the calibration employed (see below under “Live. 
Voice Audiometer”). A continuously variable adjustment of the 
gain of the amplifier should be provided, as in a recorded-speech 
audiometer, to allow adjustment to the voices of different 
operators. 


Attenuator.—An attenuator shall be provided with maximum 
insertion loss of 110 db with indicated steps of 5 db or les, 
If the indicated steps are 5 db, an accessory vernier attenuator 
with steps of 1 or 2 db and a maximum insertion loss of 10 db 
is very desirable. 

Each measured difference between the outputs at successive 
steps of the attenuator shall be not more than 6.5 nor les 
than 3.5 db for each indicated interval of 5 db. The intervajs 
shall be determined by measurement of the voltage at the input 
to the earphone with the earphone coupled to an American 
Standard coupler, Type 1 (see American Standard Z24.9-1949) 
The signal shall be a 1,000 cps tone. 

The measured difference in outputs between any two settings 
of the attenuator dial shall not differ from the indicated dif- 
ference by more than +3.0 db. 

Over-All Acoustic Fidelity——The response characteristic of 
a recorded-speech audiometer shall conform to the reproducing 
standards of the National Association of Radio and Television 
Broadcasters * within + 5 db throughout the frequency band 
200 to 5,000 cps. From 50 to 200 and from 5,000 to 10,000 
cps the response characteristic of the audiometer may fall below 
the NARTB standard, but it shall not rise above the standard 
by more than 5 db. It is implied that the electrical pickup or 
magnetic-tape playback will be provided with an appropriate 
equalizing network. 

The curve shown in figure 1 describes the desired character: 
istic of the playback system, i. e., the relative electrical output 
for constant stylus velocity as a function of frequency. Thi 
curve is derived directly from the NARTB Recording and Re. 
producing Standards of June, 1950. If the playback has thi 
characteristic then material that has been recorded accordit 
to the NARTB recording standard will be reproduced faithfully 
without emphasis of either high or low frequencies. 


Test of Response Characteristic—In determining 
acoustic fidelity, the output shall be measured as the sound 
pressure level developed in an American Standard coupler, 1) 
1. (See American Standard Z24.9-1949 or latest revision there0! 

Live-Voice Audiometer—For a live-voice audiometer, 
system shall be tested by placing the microphone in a ft 
acoustic field at a distance of 6 to 12 in. from the source (th 
exact distance to be that recommended by the manufacturer fo 
the actual use of the microphone) and adjusting the acoustic pre 
sure at the position occupied by the microphone to the sam 
acoustic pressure (preferably 70 db referred to 0.0002 mice 
bar) at frequencies of 200, 300, 400, 600, 800, 1,000, 1,50, 


2. The American Standards cited in this article can be obtained a 
the American Standards Association, Inc., 70 East 49th St., New Y° 
17, N. Y. 

3. NARTB Recording and Reproducing Standards, June, - 
latest revision thereof. (National Association of Radio and Tele 
Broadcasters, 1771 N Street, N.W., Washington, D. C.) 
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2,000, 3,000, 4,000, and 5,000 cps. The orientation of the micro- 
phone in the field shall be the same as that recommended by 
the manufacturer for use relative to the mouth of the operator. 
The resulting pressure levels developed in the coupler (see 
above) shall not deviate from the pressure level developed at 
1,000 cps by more than + 5.0 db. 


Low-Frequency Cut-Off—In both recorded-speech audiom- 
eters and live-voice audiometers it is permissible to introduce 
into the circuit a high-pass filter with nominal cut-off at 150 
cps or lower to suppress undesired low frequencies, including 
rumble of the turntable and hum from the power supply. 
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Fig. 2.—Pressure Response-Frequency Characteristic of Equipment for 
Measurement of Noise in Air-Conduction Earphone. 


Over-All Distortion.—The acoustic output of the audiometer 
shall contain no harmonic within 20 db of the fundamental. 
Tests for conformance with this requirement shall be made 
with the attenuator set to its minimum or so as to produce a 
sound pressure level of not less than 120 db referred to 0.0002 
microbar. The acoustic output shall be measured in an Ameri- 
can Standard coupler, Type 1. The tests shall be conducted at 
frequencies of 200, 400, 700, 1,000, 2,000 and 4,000 cps. 

A recorded-speech audiometer shall be tested with a suitable 
test recording, such as those described by the National Asso- 
ciation of Radio and Television Broadcasters, in which these 
frequencies are available. 

A live-voice audiometer shal! be tested with pure tones of 
the above frequencies supplied to the microphone at a sound 
pressure level of 70 db referred to 0.0002 microbar. No har- 
monic of the test tone supplied to the microphone should be 
within 40 db of the fundamental. 


Reference Level, Range of Output and Scale Divisions—The 
scale marking of the intensity dial (attenuator) shall be adjusted 
so that zero hearing loss is indicated when a calibrating tone 
of 1,000 cps brings the monitor meter to its reference level and 
simultaneously produces an acoustic output of 22.0 + 4.0 db 
referred to 0.0002 microbar.+ 

The purpose of this requirement is to set the zero hearing 
loss for speech at a level about 6 db above the “normal” thres- 
hold for a pure tone of 1,000 cps as defined in the Minimal Re- 
quirements for Acceptable Pure Tone Audiometers for Diag- 
nostic Purposes, J. A. M. A. 146:255-257, 1951. This value is 
subject to future adjustment when additional experiments have 
been performed to evaluate the normal relation between the 
threshold for speech (using carefully chosen recorded word 
tests) and the threshold for a 1,000 cps tone. It is believed that 
the adjustment will not be more than + 3 db. 

The scale of hearing loss shall extend from - 10 db to + 100 
db in steps of 5 db or less. 

Noise—The direct radiation of noise such as rumble from 
the turntable or “needletalk” from the pickup shall not be loud 
tnough to be audible to a listener with normal hearing who is 
seated 3 ft. from the apparatus in the direction in which a 
Patient would normally be seated and wearing the earphones 
as they would be worn under conditions of actual test. During 
this test the receivers shall be disconnected from the output of 
the instrument, or equivalent receivers and headband from an- 
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other instrument may be provided. The root-mean-square 
weighted electrical background noise (see below) from all sources 
other than surface noise of the recordings shall be at least 50 
db below the level of the signal. The measurement for noise 
shall be made in the following manner. The amplifier shall be 
adjusted so that the meter indicates the reference level when 
the 1,000 cps tone is played or, for a live-voice speech audi- 
ometer, an 85 db sound pressure level is delivered to the micro- 
phone. The attenuator shall be set to the 100 db hearing loss set- 
ting. The sound pressure level is measured in an American 
Standard coupler, Type 1. In testing an audiometer with me- 
chanical reproducer, the pickup is placed in “rest” position but 
the turntable is allowed to revolve. In testing a magnetic-tape 
play-back, the mechanism is activatld but the tape is not run 
across the pickup. The total acoustic output in the coupler is 
measured under these conditions, with no signal. The pressure 
level shall be at least 50 db below the first measurement. 


Measurement of Weighted Sound Pressure-—The measure- 
ment of weighted sound pressure levels caused by noise shall be 
made with equipment having the pressure response-frequency 
characteristics shown in fig. 2 of the American Standard for 
Audiometers for General Diagnostic Purposes (Z24.5-1951). It 
mirrors the curve of Minimum Audible Pressure (Sivian and 
White). The weighted sound pressure level due to any frequency 
distribution of sound energy shall be the sound pressure level 
due to a 1,000 cps sound which gives the same reading on the 
equipment. 

Tests for compliance with the requirements of this section 
shall be made with a power supply voltage TIF (telephone in- 
fluence factor) of not less than 80 nor more than 120, if direct 
current is specified. If alternating current is specified, the volt- 
age TIF shall be not less than 15 nor more than 25. The fre- 
quency weighting characteristics ° for TIF measurements shall be 
as shown in fig. 3 of the American Standard Specification for 
Audiometers for General Diagnostic Purposes (Z24.5-1951). 

Masking.—A device to provide a masking noise for the ear 
not under test is recommended but is not required. If a masking 
noise is provided it should be sufficient to render completely 
unintelligible to the normal ear test material delivered at a level 
60 db above the normal threshold for speech. A calibrated 
volume control should be provided to adjust the masking noise 
to lower intensities, and a scale should indicate the approximate 
level (in terms of hearing loss) at which such test material is 
just effectively masked. 


3 


° 1000 . 2000 3000 
FREQUENCY, CYCLES PER SECOND 


Fig. 3.—Frequency Weighting Network for TIF Measurements. 


Shock Hazard.—Audiometers shall be free from electric- 
shock hazard. A shock hazard shall be considered to exist at 
an exposed live part if the open-circuit potential is more than 
25 volts and the current with a 1,500 ohm load is more than 
5 ma.* 


4. For all measurements of sound pressure levels called for in these 
requirements the American Standard coupler, Type 1, is specified, but it 
is recognized that if the National Bureau of Standards 9A coupler is em- 
ployed for these measurements the differences will not be practically 
significant. 

5. A complete description of the manner in which Telephone Influence 
Factor measurements are made is contained in a paper by Barstow, 
J. M.; Blye, P. W., and Kent, H. E.: Transactions of the American In- 
stitute of Electrical Engineers, 54: 1307, 1935. 

6. This specification is in accordance with the American Standard for 
Power-Operated Radio Receiving Apparatus, C 65.1-1942, section 73 (A). 
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LABOR, POLITICS, AND HEALTH 


Labor unions have been very active in politics this 
fall, as in all recent election years. Their right to get out 
the vote among their members and to support the po- 
litical platform in which they believe is respected even 
though one program that many union leaders advocate 
is national compulsory health insurance. One aspect of 
their support for compulsory health insurance, however, 
is deeply disturbing. This is the frequent misusz of sta- 
tistics and the use of garbled reports and, at times, 
outright lies. It seems unnecessary to resort to trickery 
and falsehood if one has a good case to present to the 
voters. Sincere and honest labor leaders should be equally 
concerned about misrepresentations in their publications. 

Labor writers do not necessarily originate the false 
and misleading statements about health and medicine 
that they sometimes use. Many of them come from publi- 
cations and speeches prepared by the Federal Security 
Agency and the Committee for the Nation’s Health. In 
the interest of accuracy and fairness, however, such state- 
ments should be examined critically before they are used. 

One pamphlet that has recently been brought to the 
attention of some physicians is entitled “’52 Facts on 
Politics.” It is the sixth in a series published by the CIO 
Political Action Committee. Of 40 pages, 104% are de- 
voted to health. Included in the misrepresented statements 
are World War II draft statistics. The pamphlet also 
charges that “our supply of trained physicians in pro- 
portion to the population is steadily shrinking”—a com- 
plete untruth. 

The American Medical Association is attacked vi- 
ciously. According to the pamphlet the Association has 
“turned itself into a powerful political force devoted to 
upholding the conservative coalition in Congress at the 
expense of the people’s health.” It has also “stopped dead 
every effort to set up a comprehensive health insurance 
program—a program to protect people from disease and 


1. Volker, J. F.: Effect of Fluorine on Solubility of Enamel and 
Dentin, Proc. Soc. Exper. Biol. & Med. 42: 725, 1939. 

2. Spencer, A. J., and Ellis, L. N.: Effect of Fluoride and Grapefruit 
Juice on Etching of Teeth, J. Nutrition 42: 107, 1950. 

3. Finn, S. B., and Ast, D. B.: Lactobacillus Acidophilus Counts in 
Saliva of Chiidren Drinking Artificially Fluorinated and Fluorine-Free 
Communal Waters, Science 106: 292, 1947. 

4. Rickles, N. H., and Becks, H.: Effect of Topical Applications of 
Sodium Fluoride on the Oral Flora of Young Adults, J. Dent. Research 
31:94, 1952. 
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to safeguard them from poverty in case of illness.” The 
pamphlet further says the A. M. A. “will not even 
tolerate support of state and local public health services,” 

To combat such misleading information every physi- 
cian must keep himself informed of the socioeconomic 
facts pertaining to medicine and must repeat these facts 
to patients and other friends. Particular emphas's should 
be placed on talks with members of labor unions. 

So that the Association’s members may know what 
is being written about medicine in some quarters, quo- 
tations on health from the CIO brochure have been 
reproduced in the Organization Section of this issue, 
Under each quoted section appears a brief presentation 
of the facts. Th:s material should be read carefully and 
use made of it whenever and wherever possible. 


MECHANISM OF CARIOSTATIC ACTION OF 
FLUORIDE 


The effectiveness of small amounts of fluoride in de- 
creasing the incidence and extension of dental caries is 
now well established, at least in young persons who have 
not obtained full growth. However, the mechanism by 
which the cariostatic action of fluoride is produced is not 
yet complete'y understood. There are two main view- 
points. One is that fluoride decreases the solubility of 
the enamel in an acid medium, and another is that fluo- 
ride inhibits the growth of the acid-forming organisms 
in the mouth and thus indirectly decreases acid erosion. 
The former view was originally based on the observa- 
tion’? in 1939 that powdered enamel or dentine from 
human teeth became much more resistant to dissolution 
in acid (pH 4) if it was first treated with sodium fluoride. 
A number of subsequent investigations have confirmed 
this claim. One study,’ for example, has demonstrated 
that the presence of fluoride in drinking water lessens 
by 60% acid erosion of teeth of experimental animals 
by grapefruit juice. Other work has yielded simi.ar re- 
sults with various acids and at varying pH. 


The view that fluoride produces its cariostatic effect 
by inhibiting the growth of the acid-producing microfiora 
of the oral cavity was supported by the results of a com- 
parison * of the acidophilus counts in the mouths of chil- 
dren living in Kingston, N. Y., where the drinking water 
contains almost no fluoride, with those of children in 
nearby Newburgh, where fluoride had been added to 
concentration of one part per million. The acidophilus 
counts were consistently lower in the mouths of the New- 
burgh children. These observations have not been con- 
sistently confirmed. A recent study,* for example, has 
demonstrated that topical application of sodium fluoride 
to the teeth of college students at weekly intervals for 
four weeks resulted in no statistically significant decreas¢ 
in the acid-producing oral flora as compared with non 
fluoride treated controls. These investigators conclude 
that their results do not support the “enzyme-inhibitor’ 
explanation of the cariostatic effect of fluoride. 
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The current available evidence thus strengthens the 
earlier concept that fluoride decreases dental caries by 
increasing the resistance of the enamel to acid erosion 
by the acid-producing oral flora. A recent fundamental 
study of this general problem suggests a possible 
mechanism involved. Using isotope exchange and ion 
competition techniques, the University of Rochester 
investigators found that fluoride can replace hydroxyl or 
bicarbonate ions on the surface of bone, thus forming a 
highly insoluble, resistant “fluoroapatite.” Presumably 
the same phenomenon occurs in the mouth. Fluoride 
from drinking water is adsorbed or exchanged for another 
ion on the enamel of the tooth, thus forming the more 
acid-res'stant fluoroapatite. This may explain the cario- 
static action of fluoride. 


N-ALLYLNORMORPHINE 


Treatment of acute poisoning by morphine and related 
narcotics has depended on such measures as artificial 
respiration, stimulation of the patient by physical means, 
respiratory stimulants such as caffeine, amphetamine or 
nikethamide and pentylenetetrazol (metrazol*), and 
general supportive therapy. Recent laboratory and clini- 
cal reports indicate that a specific antidote to these drugs 
may be available in the form of N-allylnormorphine, a 
drug closely allied chemically to morphine. The ability 
of this compound to combat the respiratory depression 
of morphine was reported first in 1941 by Hart, whose 
interest in this drug was aroused by a long-neglected 
report by Pohl? that N-allyl-norcodeine, while almost 
inactive when given alone, would antagonize the respira- 
tory depression of morphine whether given before or 
after morphine. Hart hoped that N-allyl-normorphine 
would have the analgesic and narcotic potency of mor- 
phine but lack its respiratory depressant action. Although 
Hart and McCawley? subsequently reported that the 
drug was at least as effective as morphine in raising the 
pain threshold in rats, Unna * reported that it had only 
a mild analgesic action in mice, while Smith, Lehman, 
and Gilfillen * found it had only a weak analgesic action 
in rats and had no effect in the pain threshold in rats. 
On the other hand, N-allylnormorphine was shown to 
reduce or abolish the analgesic and stimulating effect of 
morphine ° and to antagonize depression in animals ad- 
ministered morphine and a number of other narcotics 
including methadone, isomethadone, codeine, dihydro- 
morphinone, metopon, and meperidine.* It thus became 
apparent that the potential clinical value of the drug lay 
as a morphine antagonist rather than as a morphine 
substitute. 


Preliminary studies with human beings showed that 
N-allyinormorphine counteracted the respiratory depres- 
sion produced by morphine, meperidine, concentrated 
opium (pantopon®), dihydromorphinone, and metha- 
done, but was ineffective in combating that produced by 
thiopental, cyclopropane, ethyl ether, or secobarbital.’ 
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Successful use of the drug has been reported in treatment 
of overdose of morphine,’ methadone,* and methorphi- 
nan (dromoran®) hydrobromide (see this issue, page 
1103). Animal and clinical studies indicate that it crosses 
the placental barrier and that it will stimulate respiration 
in offspring of mothers receiving opiates but not of those 
receiving barbiturates. Preliminary therapeutic trials 
suggest that it may prove a valuable agent for reviving 
babies suffering from severe respiratory depression due to 
heavy narcotization of the mothers prior to delivery. 
Other studies suggest that N-allylInormorphine may prove 
of value as a diagnostic agent in suspected addiction, 
since it precipitates severe withdrawal symptoms in 
canine and human morphine addicts.'° 

The toxicity of N-allylnormorphine in man requires 
further study. Its acute toxicity in mice appears to parallel 
that of morphine. Given to human volunteers in 5 to 10 
mg. doses intravenously it produced mild respiratory and 
circulatory depression. Larger doses, e. g., up to 40 mg., 
sometimes caused increase in blood pressure in narco- 
tized patients, even though the pressure had not been 
depressed by narcos:s.’ Administration of 30 to 75 mg. 
of the drug subcutaneously to postaddicts produced a 
variety of signs and symptoms, including mios‘s, pseu- 
doptos:s, sweating on the forehead, palms, and soles, 
nausea, heaviness of the limbs, and hot and cold flashes. 
In addition, a peculiar psychic disturbance was reported 
that was characterized by lethargy, dysphoria, and vivid 
daydreams." While it appears that N-allylnormorphine 
may prove a useful addition to the physician’s armamen- 
tarium, further studies will be required to delineate its 
clinical usefulness and toxic potentialties. 
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Deposition, J. Biol. Chem. 187: 655, 1950. 
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ORGANIZATION SECTION 


REFERENCE COMMITTEES OF HOUSE 
OF DELEGATES 


The Speaker of the House of Delegates of the American Medi- 
cal Association has appointed delegates to serve on the refer- 
ence committees of the House at the Denver Clinical Session as 
follows: 


Amendments to the Constitution and Bylaws 


Warpe B. ALLAN, Chairman, Maryland 
DonaLD Cass, California 

JOHN J. CuRLEY, Massachusetts 
THomas J. DANAHER, Connecticut 
A. Grote, Alabama 


Board of Trustees and Secretary, Reports of 


Louis M. Orr II, Chairman, Florida 
J. ARNOLD BARGEN, Minnesota 
Everett P. CoLeman, Illinois 

H. G. HAMer, Indiana 

BruCE UNDERWOOD, Kentucky 


Credentials 


Kar_ S. J. HOHLEN, Chairman, Nebraska 

Harvey B. MATTHEWS, Section on Obstetrics and 
Gynecology 

Norman S. Moore, New York 

Howarp K. Petry, Pennsylvania 

WILLIAM WESTON Jr., South Carolina 


Executive Session 


FLoyp S. WINsLow, Chairman, New York 
James Z. APPEL, Pennsylvania 

EARLE M. CHAPMAN, Massachusetts 

Cart A. LINCKE, Ohio 

Henry S. RuTH, Section on Anesthesiology 


Hygiene and Public Health 


WILLIAM L. BENEDICT, Chairman, Section on 
Ophthalmology 
Eustace A. ALLEN, Georgia 
VaL H. Fucus, Louisiana 
R. STANLEY KNEESHAW, California 
Wiis I. Lewis, Illinois 
Advisor: W. PALMER DEARING, Public Health Service 


Industrial Health 


A. HyLanp, Chairman, Michigan 
Cnartes L. FARRELL, Rhode Island 
Haro B. GarRDNER, Pennsylvania 

Percy E. Hopkins, Illinois. 

J, WaLLace Hurrr, New Jersey 


Insurance and Medical Service 


CARLTON E. Wertz, Chairman, New York 
Har an A. ENGLISH, Illinois 

WILLIAM L. Estes Jr., Pennsylvania 

H. Gordon MacLean, California 

Rosert L. Novy, Michigan 


Legislation and Public Relations 


ROBERTSON WarD, Chairman, California 
CREIGHTON BARKER, Connecticut 


J.A.M.A., Nov. 15, 195) 


GERALD V. CAUGHLAN, Iowa 
R. B. Rosins, Arkansas 
L. SAMUEL Sica, New Jersey 


Medical Education and Hospitals 


ALBERT F, R. ANDRESEN, Chairman, New York 

WILLIAM D. STOVALL, Wisconsin 

TRUMAN C. TERRELL, Texas 

M. G. WESTMORELAND, Section on Pathology and 
Physiology 

RAYMOND L., Zecu, Washington 


Medical Military Affairs 


J. MorRISON HuUTCHESON, Chairman, Virginia 

HERBERT P. RAMSEY, Washington, D. C. 
RoBERT B. HOMAN Jr., Texas 
GeEorRGE A. WooDHOUsE, Ohio 

Advisors: SiLas B. Hays, United States Army 

CLARENCE J. BRown, United States Navy 

Dan C. OGLE, United States Air Force 

ARDEN FREER, Veterans Administration 


Miscellaneous Business 


B. O. Epwarps, Chairman, North Carolina 
JosepH D. McCartuy, Nebraska 

DEERING G. SmitH, New Hampshire 

JAMES STEVENSON, Oklahoma 

WALTER E. VEsT, West Virginia 


Officers, Reports of 


WILLIAM C. CHANEY, Chairman, Tennessee 
HERBERT H. Bauckus, New York 
WILLIAM W. Baum, Oregon 

JouHN M. Porter, Kansas 

ROLAND W. STAHR, Nevada 


Rules and Order of Business 


Hoyt B. Woo.L.ey, Chairman, Idaho 
JoHN F. Conway, New Mexico 
Jesse D. HAMER, Arizona 

JaMEs P. HAMMOND, Vermont 
RAYMOND F, PETERSON, Montana 


Sections and Section Work 


WILLIAM M. Sxipp, Chairman, Ohio 
H. RussE_t Brown, South Dakota 
ALFRED H. ELLIson, Indiana 
Gorpon F. Harkness, Section on Laryngology, Otology 
and Rhinology 


Martyn A. VICKERS, Maine — 
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‘LABOR COMMENTS ON HEALTH 


The following quotations are reprinted from a pamphlet en- 
titled “’52 Facts on Politics,” which is the sixth in a series of 
brochures published by the CIO Political Action Committee. 
Under each quoted comment on health from the CIO pamphlet 
appears a brief presentation of the facts. 


The pamphlet says: “The experience of World War II showed 
that more than 40% of the potential draftees were turned down 
for physical reasons.” (page 11) 

The facts: According to Major Gen. Lewis B. Hershey, Di- 
rector of Selective Service, approximately 20 million men were 
examined under the Selective Service System during World War 
IL. Rejections for all causes—mental and moral as well as physi- 
cal—were about 33%. It must also be remembered that a great 
many of our healthiest young men volunteered for service and 
so were never examined under Selective Service. The rejection 
rate for all examinations for military service has been estimated 
at about 28%. Many of those rejected for physical reasons had 
noncorrectible defects. Dr. Leonard Rowntree, a former medical 
director of Selective Service, has said that in his opinion only 
about 15% of all rejections were for defects that could have been 
remedied by proper medical care. 


Some facts are available already on the Korean war. From 
July, 1950, to June, 1951, a total of 1,520,905 men have been 
examined under Selective Service. Of these, 535,624, or 35.2%, 
have been rejected for all reasons. This is slightly higher than the 
Selective Service rejection rate of World War II, primarily be- 
cause Korean war literacy standards are higher than during 
World War II. Of the 35.2% rejected for all reasons between 
July, 1950, and June, 1951, 16.4% were rejected for “mental” 
reasons (such as low intelligence and illiteracy), 4.9% for moral 
or other miscellaneous reasons, and only 13.9% for physical 
reasons. The last figure includes men who were above or below 
armed forces height and weight standards, those with non- 
correctible congenital malformations, amputees, men with 
punctured eardrums, or flat feet, and others whose defects could 
not be corrected by medical care. 

The pamphlet says: “In 1949 the Senate Labor Committee 
reported that so-called voluntary health insurance covered only 
10% of the doctor bills Americans had to pay, only 26% of 
their hospital bills, and only 12% of their total medical care 
expenses.” (page 12) 

The facts: The 1949 labor committee report referred to is 
“Health Insurance Plans in the United States,” which resulted 
from a special study headed by Dr. Dean A. Clark, former 
medical director of the Health Insurance Plan of Greater New 
York and presently director of Massachusetts General Hospital 
and a member of the President’s Commission on the Health 
Needs of the Nation. To arrive at the percentages quoted in the 
pamphlet, this study applied the benefits paid by voluntary health 
insurance plans to the total medical care bill paid in the United 
States in that year. This gives a false impression because (1) it 
includes the bills paid by all those who did not have insurance, 
many of whom did not choose to buy insurance, and (2) it fails 
to consider the many sources of payment of medical bills other 
than health insurance plans, for example, workmen’s com- 
pensation insurance, liability insurance, accident insurance, life 
insurance, and the thousands of bills paid by private philanthropic 
foundations, health foundations, and community agencies. To 
Present an honest picture of the value of voluntary insurance, 
the report should have considered the percentage of doctor, 
hospital, and over-all medical care bills that the health insurance 
plans paid for insured persons! 

The pamphlet says: “The Henry Street Settlement in New 
York in 1950 discovered that 75% of the families with incomes 
between $5,000 and $6,000 a year had some health insurance, 
less than 50% of those earning $2,000 to $3,000 a year had 
health insurance, less than 25% of those earning under $2,000 
had health insurance. 

“One third of the American people live in families with in- 
comes under $2,000 a year. Half live in families with a total 
income of less than $3,000 a year. 
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“Individual health insurance doesn’t make any more sense 
than individual social security or individual unemployment or 
workmen’s compensation.” (page 12) 

The facts: It is estimated that in 1951, 60% of the eligible 
population of the United States had hospital insurance and 45% 
of the eligible population had surgical protection. Enrollment in 
voluntary plans is increasing by about 23,000 a day. 


A study made in one district in New York’s lower East Side 
is not applicable to the entire country. Even assuming it were, 
when we examine national statistics on incomes, some interesting 
facts emerge. In 1951 the Federal Reserve Board made a survey 
that revealed that 44% of “families” receiving incomes of $1,000 
or less consisted of one person. Another 27% of those in this 
bracket were two-member families. Of all those earning less than 
$1,000, 76.2% had no children under 18. About 50% of the 
heads of families earning $1,000 or less are over 65 years of age, 
indicating that they are retired from active work. Furthermore, 
a greater percentage of families earning $1,000 or less own their 
own homes than do families in the $3,000-$4,000 bracket. Even 
this lowest-income group, therefore, is not made up entirely of 
persons who cannot afford to pay reasonable medical bills or 
cannot afford to buy health insurance if they want it. Those of 
the group who are medically indigent have many public and 
private philanthropic medical services available to them. These 
persons, because many of them are not regularly employed, 
would not be eligible for national compulsory health insurance 
under proposed legislation, so even under the federal plan that 
many unions espouse, private and community agencies would 
still have to provide much of their care. 

The pamphlet says: “The American Medical Association and 
the conservative coalition have stopped dead every effort to set 
up a comprehensive health insurance program—a program to 
protect people from disease and to safeguard them from poverty 
in case of illness. 


“What we need is simply social insurance—the same kind of 
insurance that now protects people during periods of unemploy- 
ment and from poverty-stricken old age. Doctors and dentists 
would be completely free of ‘political’ control.” (page 15) 

The facts: The shoe can be placed on the other foot. Some 
union leaders evidently do not believe in private insurance. They 
are discouraging its development by insisting on federal govern- 
mental operation of all health and welfare programs, which 
would do much to put private insurance out of business. The 
constant demand for “comprehensive” care—covering every 
minor and inexpensive illness with which a person might be 
afflicted—tends to boost insurance rates and take emphasis away 
from the much more necessary catastrophic coverage that would 
protect against serious chronic and disabling illness, which is the 
real robber of the working man’s pocketbook. 

Though proponents of compulsory health insurance give lip 
service to freedom for professional persons, the system they 
advocate has resulted in political control of professional persons 
in other countries. 


The pamphlet says: “Every effort to meet our national health 
problem by national action has been fought bitterly by use of 
the old scare-words, ‘socialism’ and ‘states’ rights.’ 

“The American Medical Association has turned itself into a 
powerful political force devoted to upholding the conservative 
coalition in Congress at the expense of the people’s health. 


“The Department of Agriculture in 1947 spent $30 million 
for research in plant and animal diseases. The amount spent by 
the whole government for research in the medical and allied 
sciences was only $28 million. 

“Good health is part of the birthright of Americans. High 
standards of public health, an adequate number of trained physi- 
cians and dentists and nurses, should be expected as a matter of 
course in a rich and powerful nation. 


“But improvement of the nation’s health today has been 
blocked by doctors in politics. Progress depends on votes in 
Congress.” (page 14) 

The facts: Physicians have the right and duty as American 
citizens to engage in political activity and to make their views 
known to Congress. The fact that they do so is more deserving 
of praise than of condemnation. 
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When persons begin to expect good health and sufficient 
medical facilities and personnel “as a matter of course” they 
are deluded indeed. Good health is prevalent in our country only 
because countless physicians, dentists, nurses, teachers, and other 
citizens have struggied against the forces of disease, superstition, 
and ignorance to create good health. Anyone who is familiar 
with the inferior medical educational institutions that existed in 
our country prior to 1910, and who knows of the long years of 
effort required to transform them into first-class schools capable 
of graduating large numbers of highly-trained physicians, is fully 
aware that an adequate number of skilled doctors cannot be 
expected “as a matter of course.” Such achievement is the result 
of hard work, and the American Medical Association has done 
its share. The doctrine that good things come to one “as a matter 
of course” rather than by one’s own efforts is the doctrine of 
dependence on an all-powerful welfare state, rather than belief 
in individual initiative and responsibility. 

The writers of the pamphlet dropped a reference to govern- 
ment medical research in the midst of page 14, the rest of which 
contains paragraphs blasting the A. M. A. The impression is thus 
left that the Association has opposed such research. This im- 
plication-by-p!acement is untrue. The American Medical Associ- 
ation supported the establishment of the Naticnal Science 
Foundation. It contributes to the National Research Council and 
the National Academy of Science. Representatives of govern- 
mental health agencies serve on many A. M. A. committees, and 
there is close ccoperation between the Association and the gov- 
ernment in many fields of medicine. The A. M. A.’s Committee 
on Research also actively encourages the development of private- 
ly-financed research, which represents more than 50% of the 
total. There is no absolutely accurate report on the amount of 
money being spent nationally for medical research, because its 
financial base is so wide and complex. An authoritative estimate, 
however, indicates that a total of 181 million dollars was spent 
for medical research in 1951. Of this total, 76 million dollars 
came from government, 60 million from private industry, 25 
million from philanthropic foundations, and 20 million was con- 
tributed in time and money by the professions represented in the 
medical sciences. 

The pamphlet says: “Our supply of trained physicians in pro- 
portion to the population is steadily shrinking. Medical schools 
in 1949 turned out fewer graduate doctors per person than they 
did in 1905—although our population went up from 75 million 
to 150 million. 

“The reason: medical education is now so expensive that pri- 
vate philanthropy no longer can subsidize medical schools suffi- 
ciently to let them expand their classes.” (page 17) 

The facts: The statement that the supply of trained physicians 
in proportion to population is steadily shrinking is untrue. Since 
1929 the supply of physicians in proportion to population has 
been steadily increasing. Furthermore, each physician today can 
serve many more persons than could a physician of 20 or 30 
years ago. We are graduating more physicians at the present time 
than ever before in our history—6,080 in 1952. Equally im- 
portant, all these are graduating from fully approved schools, 
whereas over 30% of those graduating in 1905 had been edu- 
cated in schools considered to be substandard at that time. All 
schools of 1905 were inferior to those of today. 

At the present time the greatest expansion in medical educa- 
tional facilities in our history is taking place and our schools are 
receiving more financial support than ever before. This is being 
accomplished without federal subsidy. For full details on the 
current status of medical education, read the annual Medical 
Education number of THE JourRNAL, Sept. 13, 1952. 

The pamphlet says: “The AMA and the conservative coalition 
will not even tolerate support of state and local public health 
services.” (page 19) 

The facts: This statement is untrue. The American Medical 
Association has encouraged the development of legitimate 
federal, state, and local public health services and has called for 
higher salaries for professional personnel engaged in this work, 
so that health departments can be fully staffed. It has endorsed 
in principle federal aid for the extension of loca! public health 
units. In testifying for the American Medical Association on 


J.A.M.A., Nov. 15, 1952 


H. R. 274, the local public health units bill introduced in the 
82nd Congress, Trustee Dr. Gunnar Gundersen of LaCrose 
Wis., said, “Our Association has long believed that the existence 
of effective and properly operated local public health units jg 
fundamental to the maintenance and.improvement of the health 
of the people.” He then quoted official resolutions and statement; 
of the Association in support of public health services from as 
far back as 1883. The Association officially approved H. R. 274 
but offered a few suggested amendments. One of these, defining 
those public health services for which federal funds could be 
used, has aroused some controversy. It should be noted, however, 
that in offering the amendments Dr. Gundersen said, “These 
amendments, I hope, will tend to perfect the pending bill without 
interfering at all with the attainment of its objectives.” The offer. 
ing of amendments in this spirit certainly does not mean that the 
A. M. A. “will not even tolerate support of state and local public 
health services.” 

The pamphlet says: “The last absurdity occurred on May 19, 
1952, when a bill to increase social security payments by $5 
month—out of money already on hand—was suddenly blocked 
by opposition of the AMA. 

“The AMA decided that a section of the bill, giving the govern. 
ment authority to approve physicians who examine applicants 
for disability benefits was ‘socialized medicine.’ 

“A few Republican members vainly tried to explain that al- 
most exactly the same authority is already included in Veterans 
Administration laws. But the AMA’s Washington lobbyist 
cracked his whip and 99 Republicans and 41 Democrats—most 
of the latter Southern Democrats—joined to block passage of 
the bill. 

“Later the absurdity was recognized and the bill passed—but 
still with AMA opposition.” (page 20) 

The facts: This was H. R. 7800, now known as Public Law 
590, 82nd Congress. The American Medical Association took no 
stand on the question of whether social security payments should 
be raised, It voiced objection to only one section of the bill, 
section 3, which would have empowered the Federal Security 
Administrator to hire physicians throughout the country to 
examine any person eligible for Social Security who claimed to 
be permanently and totally disabled. The purpose of the section 
was to enable such persons to have their nonearning years of 
disability omitted in the computation of benefits, so that their 
Social Security benefits would be figured on the basis of working 
years only. This is an understandable goal, but it can be achieved 
by means other than those proposed in H. R. 7800. The Associ- 
ation intends to present some alternative suggestions to the next 
Congress. 

The section further provided that those who wished to take 
advantage of the waiver would have to undergo rehabilitation at 
federal government expense. The proposed widespread examina- 
tion system plus this rehabilitation provision would have been 
a big step in the direction of medical care administered by the 
federal government. The comparison to the Veterans Adminis- 
tration set-up is not valid, because the proposed provision under 
the Social Security System would involve vast numbers of our 
population not now receiving federal governmental care, includ- 
ing all those who would demand examination without any real 
justification. 

One of the worst features about the bill was the administration 
attempt to railroad it through the House of Representatives in 
one week’s time without holding committee hearings, with 
amendments prohibited, and with debate limited to 40 minutes. 
The tactics employed made it necessary to defeat the whole bill 
which was an almost universally popular one, in order to delete 
one section. After the bill was sent back to committee the Assoc 
ation asked that it be reintroduced without the controversial 
section and that this section be considered separately. The a¢- 
ministration-dominated House committee refused the request. 

The bill was finally passed, but only after section 3 was modi- 
fied so greatly by a conference committee that it is contradictory 
and will not go into effect unless the new Congress so votes. This 
provides the Association with an opportunity to present its alte! 
native proposals in the democratic fashion that was denied by 
administration forces in the last Congress. 
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MEDICAL NEWS 


CALIFORNIA 

Dr. Muller Joins Yale Faculty.—Dr. Jonas N. Muller, formerly 
assistant health officer of the Oakland City Health Department, 
has been appointed associate professor in the department of 
public health, Yale University School of Medicine, New Haven, 


Conn. 


Cancer Research Award for Women.—Kappa Kappa Gamma 
sorority and the California Institute for Cancer Research an- 
nounce the creation of the Kappa Kappa Gamma cancer research 
award, established in memory of Mrs. Marion Howell Tompkins, 
a member of the sorority. The award, amounting to $1,500 or 
more, is offered for outstanding achievement in cancer research 
conducted by a woman in California. Deadline for entries is 
July 1, 1953, and announcement of the award-winning paper will 
be made Sept. 30, 1953. 


COLORADO 

Appreciation Day.—Dr. George E. Van Der Schouw, who has 
practiced medicine in Fowler since 1907, wes recently honored 
when the community celebrated “Dr. Van Appreciation Day.” 
Dr. Robert S. Johnston of La Junta made the principal address 
at the ceremony in Fowler City Park. A gift presentation fol- 
lowed. Both of Dr. Van Der Schouw’s sons are physicians: Dr. 
Harold M. Van Der Schouw of Wheat Ridge and Dr. Martin G. 
Van Der Schouw of Fort Collins. 


CONNECTICUT 


Cancer Essay Contest.—The Association of Connecticut Tumor 
Clinics has created a prize of $100, to be known és the Associ- 
ation of Connecticut Tumor Clinics award, which will be offered 
each year for the best paper on cancer submitted by any licensed 
physician in Connecticut. Preference will be given to papers 
relating to the results of treatment for cancer bzsed on studies 
using the tumor records of Connecticut hospitals. Any paper 
already presented for publication during the year preceding 
March 1, 1953, may be submitted. All entries must be sent to 
the Cancer Coordinating Committee of the Connecticut State 
Medical Society on or before March 1, 1953. The final award 
will be announced at the annual meeting of the society, and the 
prize paper will be published in the Connecticut State Medical 
Journal. 


ILLINOIS 


Symposium on Cancer.—A symposium on cancer, sponsored by 
the American Cancer Society, Illinois Division, in conjunction 
with the Illinois State Medical Society, will be presented Nov. 
17-21 in Chicago. The Monday session at Northwestern Univer- 
sity Medical School (Thorne Hall, Superior and Lake Shore Dr.) 
has been arranged by Dr. Walter G. Maddock and will be 
addressed by Dr. Maddock and Drs. Loyal Davis, Derrick T. 
Vail, George W. Holmes, Jerome R. Head, and Vincent J. 
O’'Conor. Dr. Warren H. Cole, who has arranged the Tuesday 
meeting at the University of Illinois College of Medicine (808 
S. Wood St., Rm. 585), will participate in the program together 
with Drs. John T. Reynolds, Eric Oldberg, Paul H. Holinger, 
Danely P. Slaughter, and John Van Prohaska. The Wednesday 
meeting at Mercy Hospital, Stritch School of Medicine, Loyola 
University (2537 §. Prairie Ave.), will be addressed by Dr. 
Herbert E. Schmitz, and by Drs. Charles J. Smith, Chester J. 
Gajewski, John A. Rogers, Janet E. Towne, Warren W. Furey, 
and Joseph E. Laibe. Thursday sessions held at the Sarah Morris 
Children’s Hospital (29th St. and Ellis Ave.) will be conducted 
by Drs. Erich M. Uhimann, Alexander M. Buchholz, Karl 
Singer, Otto Saphir, Nathan N. Crohn, and Leo M. Zimmerman. 
The concluding session, held on Friday at the University of 


Physicians are invited to send to this department items of news of general 
interest, for exanple, those relating to society activities, new hosp:tals, 
¢ducation and public health. Programs should be received at least three 
weeks before the date of meeting. 


Chicago Medical School (950 E. 59th St.), will be conducted by 
Drs. Lester R. Dragstedt, C. Howard Hatcher, Dwight E. Clark, 
and Paul V. Harper Jr. Physicians attending will be provided a 
room at the Morrison Hotel at the expense of the Illinois Di- 
vision, and a motor bus, which will leave the Morrison daily at 
8:30 a. m., will be available to return physicians to the hotel 
after each day’s session. Applications for attendance may be 
made through the secretary of the county medical society or 
Dr. John A. Rogers, executive director, American Cancer So- 
ciety, Illinois Division, Inc., 139 N. Clark St., Chicago 2. No 
registration fee. 


Chicago 


First Dickinson Lecture.—Dr. Tom Douglas Spies, professor of 
nutrition and metatolism, Northwestern University Medical 
School, delivered the first Dickinson lecture, “Recent Advances 
in the Science of Nutrition,” at Albert Dickinson Hall, Oct. 30, 
under the auspices of the Chicago Academy of Sciences. 


Personal.—Dr. Walter C. Alvarez has received the honor award 
given by the American Medical Writers’ Association. The award, 
cons:sting of a gold medal and certificate, was presented at the 
annual meeting of the association in St. Lou's. Dr. Carroll 
C. LaFleur Birch, professor of medicine, University of Illinois 
College of Medicine, was honored as the medical woman of the 
year at the annual joint meeting of the Medical Women’s Associ- 
ation and the Chicago Women’s Bar Association. Dr. Birch re- 
cently returned to Chicago after serving one year as dean of 
Lady Hardinge Medical College in New Delhi, India. 


Fellowships in Statistics —Three $4,000 postdoctoral fellowships 
in statistics are offered for 1953-1954 by the University of 
Chicago. The purpose of these fellowships, which are open to 
holders of the doctor’s degree or its equivalent in research ac- 
complishment, is to acquaint established research workers in the 
biological, physical, and social sciences with the crucial role of 
modern statistical analys:s in the planning of experiments and 
other investigative programs and in the analysis of empirical 
data. They represent the third year of a five year program sup- 
ported by the Rockefeller Foundation and are intended for 
scientists whose primary interests are in sutstantive fields rather 
than in stat:stics itself. The closing date for applications is Feb. 1, 
1953; instructions for applying may be obtained from the Com- 
mittee on Statistics, University of Chicago, Chicago 37. 


Meeting of Gynecclogists.—The Chicago Gynecological Society 
will meet at the Knickerbocker Hotel, Nov. 21 at 8:15 p. m. for 
the following program after a dinner at 6:30: 

Constriction Ring Dystocia, Charles Fields. 

Cesarean Section: Study in Stability of Fundamental Obstetrical Prin- 

ciples, Henry J. Zettelman, Evanston, Ill., and Victor M. Bowers 

Progress in Reduction of Neonatal Mortality, Simon A. Wile. 
The clinical meeting will be held Friday at 9 a. m. at the Re- 
search and Educational Hospitals, University of Illinois, 808 
S. Wood St., when operative clinic and case demonstrations 
will be presented by Drs. Frederick H. Falls, William H. Browne, 
John B. Nettles, Harold A. Kaminetzky, and John L. Falls. At 
2 p. m. clinical studies and case reports will be given by Drs. 
F. Falls; Abraham Lash; Alfred Kobak; George Rezek, Cicero, 
Ill.; John Wolff; Vincent Freda; John W. Payne, La Grange, IIl.; 
and Deane M. Farley, Berwyn, Ill. 


INDIANA 

Rehabilitation Conference.—The first statewide rehabilitation 
conference, sponsored by the Indiana Planning Committee on 
Rehabilitation, will be held Dec. 4-5 at the Indiana State Board 
of Health and the Veterans Administration Hospital, Indian- 
apolis. This conference, forerunner of a series, is planned to bring 
together therapists, specialists, and professional persons from 
various fields to interpret Indiana’s rehabilitation services, review 
what services are available and from what agencies they may be 
obtained, and stress the importance of interagency cooperation 
and the advantages of dovetailing the rehabilitation programs. 
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KANSAS 

Drs. Sherwood and Stoland Become Emeritus Professors.—Dr. 
Noble P. Sherwood, chairman, department of bacteriology, 
University of Kansas School of Medicine from 1917 to 1948, 
has become emeritus professor of bacteriology, having reached 
the compulsory retirement age. Dr. Sherwood, author of 
“Immunology,” now in its third edition, was honored at a dinner 
given by the Bacteriology Club of the university, which also 
placed his portrait in Snow Hall. Ole O. Stoland, Ph.D., since 
1924 secretary of the University of Kansas School of Medicine, 
Lawrence, has become emeritus professor of physiology because 
of the mandatory retirement age. A dinner honoring Dr. Stoland 
was given by friends, colleagues, and former students. Dr. Ken- 
neth E. Jochim, Ph.D., professor and chairman of the depart- 
ment of physiology, presented a plaque, which will be permanent- 
ly placed on the wall of the department library, to which Dr. 
Stoland has given many of his books and journal collections. 


LOUISIANA 


Speech and Hearing Clinic.—A clinic for speech and hearing, 
recently established in the department of otolaryngology of the 
Tulane University of Louisiana School of Medicine, New 
Orleans, will provide services in diagnosis and treatment of 
speech and hearing defects, pure tone testing of hard-of-hearing 
patients, speech reception tests, and other services to adults and 
children. Dr. James W. McLaurin, professor of otolaryngology, 
will direct the clinic. Patients will be seen by appointment. 


MAINE 


State Medical Election.—At the annual session in Rockland, the 
Maine Medical Association elected Dr. Eugene H. Drake, Port- 
land, president; Dr, Norman H. Nickerson, Greenville, president- 
elect; Dr. Karl V. Larson, East Machias, councilor for the fifth 
district; and Dr. Armand Albert, Van Buren, councilor for the 
sixth district. Mr. W. Mayo Payson of Portland was named 
executive secretary, and Miss Esther M. Kennard of Portland, 
secretary-treasurer. Dr. Thomas A. Foster, Portland, a former 
president of the Maine Medical Association, was elected editor 
of the journal. 


MASSACHUSETTS 


Society News.—At the annual business meeting of the Massa- 
chusetts School Physicians’ Association, Dr. Max D. Bier of 
Lawrence was elected president, Dr. Francis Carey of Green- 
field, vice-president, and Dr. Sidney S. Listernick of Everett, 
secretary-treasurer. 


Diabetes Committee Organized.—Under the chairmanship of 
Dr. Howard F. Root, Boston, the newly organized Diabetes 
Committee of the Health Council of United Community Services 
of Metropolitan Boston held its first meeting. The group, or- 
ganized to determine areas of greatest need in the diabetes 
problem, to promote measures and facilities to meet the needs, 
and to encourage coordination of organizations carrying on 
diabetes activities, will work through agencies already operating 
in the field of diabetes control. In addition to Dr. Root, physi- 
cian-members of the committee are Drs. Frank N. Allan, Henry 
J. Bakst, Samuel B. Beaser, Richard F. Boyd, Guy W. Brugler, 
Louis Cohen, James F. Collins, John A. Foley, Alfred L. 
Frechette, James Jackson, Joseph Rosenthal, George F. Wilkins, 
and Hugh L. C. Wilkerson. 


MINNESOTA 

Conference on the Bullous Dermatoses.—On Nov. 21-22 the 
University of Minnesota, Minneapolis, will present a conference 
on pemphigus and the bullous dermatoses, for which participants 
will include Dr. Herman Beerman, University of Pennsylvania, 
Philadelphia; Dr. Walter F. Lever, Harvard Medical School, 
Boston; and Dr. Stephen Rothman, University of Chicago School 
of Medicine. The course will be presertted under the direction of 
Dr. Henry E. Michelson, professor, department of medicine, and 
director, division of dermatology, University of Minnesota. The 
faculty will include members of the clinical staff of the University 
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of Minnesota Medical School and the Mayo Foundation. The 
conference will be held in the Center for Continuation Study op 
the University of Minnesota campus. Housing and meal accom. 
modations are available to registrants in the Center building, 


Personal.—Dr. N. Logan Leven, St. Paul, received an honorary 
degree of doctor of science from Macalester College recently, 
——Dr. Theodore L. Chapman, Duluth, has been awarded 
golden anniversary diploma by Wayne University College of 
Medicine Alumni Association. As one of the Detroit college's 
1902 graduates, Dr. Chapman was honored for “fifty years of 
faithful and honorable service in the art and science of medj- 
cine.” Dr. Carl O. Kohlbry, Duluth, has been appointed 
full-time medical director for the city’s public schools.——Dy, 
Earl R. Crow, former superintendent of the Minnesota State 
Tuberculosis Sanatorium at Ah-Gwah-Ching, has accepted a 
position at the Veterans Administration Center at Hot Springs, 
Ss. D.——Dr. Louis A. Brunsting, associate professor of derma- 
tology and syphilology, University of Minnesota Graduate 
School, Rochester, in July addressed the Munich Dermatologic 
Society on “The Adult Form of Chronic Porphyria with 
Cutaneous Manifestations,” conducted a clinic for medical 
students in Stockholm, Sweden, and addressed the faculty of 
Leyden University in Holland on “Atypical Forms of Systemic 
Lupus Erythematosus.” He also attended the International 
Congress of the Dermatology and Syphilology in London as 
United States secretary of the congress. 


NEW JERSEY 


Society News.—At its annual meeting at the Kessler Institute in 
West Orange, the New Jersey Orthopaedic Society elected Dr. 
Paul J. Finegan of Trenton, president; Dr. Henry H. Kessler of 
Newark, president-elect; Dr. William Kruger, Newark, secretary; 
and Dr. Harold T. Hansen, South Orange, treasurer. 


Alumni Day.—The fifth annual alumni day of the Alumni 
Association of the Jersey City Medical Center was held Nov. 14 
at the center. Dr. Thomas J. White, chief of medical service, 
served as moderator for a symposium on cardiac problems, 
which included those of the dentist, anesthetist, obstetrician, 
general surgeon, and internist. The memorial lecture was de- 
livered by Col. Frank E. Hagman (MC) United States Army, 
Fitzsimons Army Hospital, Denver. The afternoon session was 
devoted to a symposium on surgical management of cardio- 
vascular diseases, for which Dr. Earl J. Halligan, surgeon-in- 
chief of the medical center, served as moderator. 


NEW YORK 

Lecture on Diabetes.—The Medical Society of the State of New 
York with the cooperation of the New York State Department 
of Health will present a lecture for the Fulton County Medical 
Society on “Diabetes Mellitus—Its Modern Interpretation and 
Treatment” by Dr. George E. Anderson, clinical professor of 
medicine, State University of New York College of Medicine at 
New York City, on Nov. 20 at 9 p. m. at the Eccentric Club, 
Gloversville. 


Hospital Conferences.—Dr. Alexander Gralnick, director, an- 
nounces that High Point Hospital, Port Chester, is holding 
monthly staff conferences to which the profession is cordially 
invited. On Nov. 16 at 11 a. m. Dr. Gustav Bychowski, assistant 
professor in psychiatry at New York University, will lead the 
discussion on “Psychotherapeutic Techniques in Treatment of 
Schizophrenia.” The Dec. 7 meeting on “The Psychodynamics 
of Alcoholics Anonymous” will be led by Dr. Harry M. Tiebout, 
Greenwich, Conn. 


Fellowships for Course on Cancer—Fellowships for a short 
course on cancer diagnosis and treatment for practicing physi 
cians at Columbia University Faculty of Medicine (Nov. 17-29) 
are available under the fellowship program of the state health 
department. The course is sponsored by the Medical Society of 
the State of New York, the New York City Department of 
Health, and the state department of health. The fellowships cover 
tuition, except for the registration fee, which is ‘to be paid by 
the physician. No funds are available for living expenses. 
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Didactic as well as practical demonstration will be given by the 
staff of the Francis Delafield Hospital, New York, the unit for 
neoplastic disease in the Columbia-Presbyterian Medical Center. 
Information may be obtained from Columbia University Faculty 
of Medicine, 630 W. 168th St., New York 32, or from the New 
York State Department of Health, Bureau of Cancer Control, 
39 Columbia St., Albany. 


Symposium at Utica.—The Medical Society of the State of New 
York has arranged a symposium to be presented before the 
Utica Academy of Medicine, the medical societies of the coun- 
ties of Herkimer, Madison, and Oneida, and the Oneida County 
Chapter of the American Academy of General Practice on Nov. 
20 at 8 p. m. at the Hotel Utica in Utica. The following program 
will be presented: 
Ralph Colp, New York, Surgical Diseases of the Biliary Tract. 
Asher Winkelstein, New York, Medical Aspects of Chronic Gall- 
bladder Disease. 
Alexander Richman, New York, Advances in Diagnosis and Treatment 
of Acute and Chronic Pancreatitis. 
David A. Dreiling, New York, Physiological Aspects Including Enzyme 
Studies. 


New York City 

Harvey Lecture—Dr. Frank L. Horsfall Jr., member of the 
Rockefeller Institute for Medical Research, will deliver the 
second Harvey lecture of the current series at the New York 
Academy of Medicine, Nov. 20, on “Experiments on Chemical 
Alteration of Virus Infections.” 


Louis Hawswirth Lecture.—The annual Louis Hawswirth lecture 
in medicine, sponsored by the Beth David Hospital Alumni 
Association, will be delivered by Dr. Ephraim Shorr, associate 
professor of medicine, Cornell University Medical College, Nov. 
19, on “Participation of Humoral Factors in the Genesis of 
Essential Hypertension.” 


All Day Session on Tuberculosis—The semicentennial celebra- 
tion of the New York Tuberculosis and Health Association will 
be held at the Hotel Statler Nov. 21 under the presidency of Dr. 
Wilson G. Smillie. The morning session will have as its theme 
“Mastering Tuberculosis”; the afternoon session will deal with 
“Developments in the Treatment of Pulmonary Tuberculosis.” 
The program includes: 

Fifty Years of Service, Haven Emerson. 

Contribution of the Voluntary Health Agency to the Health Movement, 

Harry S. Mustard. 
Place of Antimicrobial Therapy in Tuberculosis, Carl Muschenheim. 
Latest Procedures in the Surgical Treatment of Tuberculosis, Richard 


H. Overholt, Boston. 
Psychiatric Aspects of Tuberculosis, Eric Wittkower, Montreal, Canada. 


Dr. Alan Gregg, vice-president of the Rockefeller Foundation, 
will address the banquet session on “A Share in the Task Ahead” 
at 7:30 p. m. Reservations for the dinner may be made through 
the association’s offices, 386 Fourth Ave., Murray Hill 5-2240. 


NORTH CAROLINA 


Memorial Lecture.—The newly organized Josiah C. Trent Soci- 
ety for the History of Medicine announces that Richard H. 
Shryock, Ph.D., director, Johns Hopkins University Institute of 
the History of Medicine, Baltimore, will present the first annual 
Josiah C. Trent memorial lecture on “Basic Concepts in Ameri- 
can Medicine” at Duke University School of Medicine, Durham, 
Nov. 18 at 8:15 p. m. 


University Appointments.—Dr. Robert A. Ross, formerly pro- 
fessor of obstetrics and gynecology at Duke University School 
of Medicine, Durham, has accepted an appointment as professor 
of the department of obstetrics and gynecology, University of 
North Carolina School of Medicine, Chapel Hill. Dr. Edward C. 
Curnen Jr. of Yale University, New Haven, Conn., has been 
appointed professor and chairman of the department of pedi- 
atrics, Dr. Ernest H. Wood, formerly at Columbia University 
College of Physicians and Surgeons, New York, will serve as 
professor and chairman of the department of radiology. Other 
appointments include: Drs. R. Beverly Raney, Durham, professor 
of surgery in charge of orthopedic surgery; Thomas W. Farmer, 
Dallas, Texas, professor of medicine in charge of neurology; 
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Louis G. Welt, New Haven, Conn., associate professor of medi- 
cine; Edward C. Frank, Chicago, associate professor of psychi- 
atry; John T. Sessions Jr., Atlanta, assistant professor of medi- 
cine; Paul L. Bunce, Baltimore, assistant professor of surgery; 
Charles A. Bream, New York, assistant professor of radiology; 
and David R. Hawkins, Springfield, Mass., instructor in psychi- 
atry. 


NORTH DAKOTA 

Hospital News.—Mercy Hospital, Williston, will construct a 50 
bed addition in the near future, according to an announcement 
by the hospital board. First contributors to the building fund 
were Williston physicians, who presented a gift of $25,000. 


Personal.—Dr. Douglas T. Lindsay, Bismarck, has moved to 
Fargo, where he is in charge of orthopedic surgery at the Veter- 
ans Administration Center. His work as medical director of the 
North Dakota Crippled Children’s Service is being continued on 
a part-time basis. Dr. Grant S. Carpenter, who for 23 years 
has been on the staff of the State Hospital for the Insane, James- 
town, is retiring from medical practice and will make his home 
in Sacramento, Calif. 


State Medical Election.—At the annual meeting in Fargo, the 
North Dakota State Medical Association elected Dr. Olafur W. 
Johnson, Rugby, president; Dr. Joseph Sorkness, Jamestown, 
president-elect; Dr. Philip H. Woutat, Grand Forks, first vice- 
president; Dr. David J. Halliday, Kenmare, second vice-presi- 
dent; Dr. Edwin H. Boerth, Bismarck, secretary; and Dr. Ernest 
J. Larson, Jamestown, treasurer. Minot will be the site of the 
1953 convention, which will open May 9. 


OHIO 


New York Cancer Team Holds Symposium.—The Mahoning 
County Medical Society and the Mahoning County Unit of the 
American Cancer Society recently sponsored a cancer sym- 
posium in Youngstown, which was conducted by seven physicians 
from the Memorial Center for Cancer and Allied Diseases, New 
York, who presented the following program during an all day 
session: 

Harold W. Dargeon, Cancer in Children. 

Michael R. Deddish, Cancer of the Colon. 

Frank E. Adair, Cancer of the Breast. 

Henry D. Diamond, Recent Advances in the Treatment of Lymphomas, 

Leukemias and Allied Diseases. 
Hayes Martin, Diagnostic Significance of a “Lump in the Neck.” 
Gordon P. McNeer, Rationale for Radical Approach to Gastric Cancer, 


Michael J. Jordan, Present Day Concepts of Management of Carcinoma 
of the Uterus. 


According to Dr. Carl A. Gustafson, Youngstown, president of 
the Mahoning County Medical Society, “the enormous success 
of the Youngstown symposium means that the famed team of 
cancer specialists will make the effort to conduct similar sym- 
posiums in other parts of the country. Every doctor who attended 
knows how well worthwhile the sessions were.” ‘ 


OKLAHOMA 


Physicians Honored for Long Service.—In recognition of his 
50 years of service in the medical profession, Dr. George W. 
Baker, Walters, was guest of honor at a dinner meeting of the 
Comanche-Cotton County Medical Society. A 50 year pin was 
presented to him on his 79th birthday. Dr. Emory S. Crow of 
Olustee recently received a 50 year pin from the Jackson County 
Medical Society and Auxiliary at a banquet given in his honor. 
Olustee citizens presented him with a lounge chair and footstool 
and celebrated Dr. Crow Day with a barbecue supper in Olustee 
City Park. Dr. Leonard S. Willour, McAlester, was recently 
awarded life membership by the Pittsburgh County Medical 
Society. 


University Appointments.—Dr. Stewart G. Wolf Jr. has been ap- 
pointed full-time professor and head of the department of medi- 
cine at the school of medicine of the University of Oklahoma, 
Oklahoma City. Dr. Wolf was formerly associate professor of 
medicine at Cornell University Medical College, New York. 
Dr. Wolf has served as a research fellow at Bellevue Hospital, 
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the New York Hospital, and at the Harvard Neurological Unit 
of Boston City Hospital. In 1943 he was given the American 
Gastrcenterological Association award for distinguished research 


_ in gastroenterology-——Appointed as associate professor of med- 


icine is Dr. Robert M. Bird of Cornell University Medical Col- 
lege. After returning from four years’ service in the U. S. Army 
Medical Corps, he served the departments both of medicine and 
of physiology at Cornell University Medical College as instruc- 
tor and assistant professor. 


OREGON 
Society News.—At its annual meeting in Baker, the Eastern 
Oregon District Medical Society elected Dr. James T. Flanagan 
of Ontario, president; Dr. Wilfred N. Sanders, Ontario, vice- 
president; and Dr. William J. Kubler, La Grande, secretary- 
treasurer. 


Dr. Foskett Honored.—Dr. Herbert H. Foskett, pathologist at 
Emanuel Hospital in Portland for the past 30 years, terminated 
his work there Aug. 1. He will continue his private practice in 
clinical pathology and allergy. Dr. Foskett was honored at a 
testimonial dinner sponsored by the Emanuel Hospital medical 
staff, when a silver tray engraved with the names of all the 
members of the medical staff was presented to him. The board 
of trustees of the hospital held a reception honoring Dr. and 
Mrs. Foskett at the Sister Betty’s Nurses’ Home. 


University News.—John M. Brookhart, Ph.D., associate pro- 
fessor of phys:ology, University of Oregon Medical School, Port- 
land, has teen named professor of physiology to replace Dr. 
William B. Youmans, who has become head of the physiology 
department at the University of Wisconsin, Mad:son. Olof 
Larsell, Ph.D., head of the anatomy department since 1946, has 
accepted appointment for three years as professor of neuro- 
anatomy at the University of Minnesota Medical School, Minne- 
apolis. He will then return to Oregon to devote his time to 
private research and writing. Dr. Vinton D. Sneeden, pro- 
fesscr of pathology, has been selected by Portland’s Emanuel 
Hospital to take charge of its pathology laboratories. He will 
coniinue as clinical professcr in the medical school. 


PENNSYLVANIA 


Walter Donaldson Retires as Secretary.—After 34 years as 
secretary of the Medical Society of the State of Pennsylvania, 
Dr. Walter F. Donaldson, Pittsburgh, has resigned. He was re- 
cently the honored guest at a state society dinner, which marked 
his retirement. Dr. Donaldson served the society as president in 
1917 and then as secretary from 1917 to 1944, when he was 
elected secretary-treasurer, an office to which subsequently he 
has been reelected annually. His father, the late Dr. John B. 
Donaldson of Canonsburg, is said to have been the first county 
society secretary to publish a society bulletin. Dr. Walter Donald- 
son has been president (1923), director (since 1921), and editor 
of the Bulletin of the Allegheny County Medical Society (1928- 
1947). He was a member of the House of Delegates of the Ameri- 
can Medical Association from 1923 to 1947 and since 1931 has 
been a member of the Judicial Council after serving on the Coun- 
cil of Medical Education and Hospitals from 1924. He is chair- 
man of the Health Committee of the Pittsburgh Chamber of 
Commerce. His wife formerly was president of the woman’s 
auxiliary to the state medical society and is presently parliamen- 
tarian. One of their sons, Dr. Joseph Van Swearingen Donaldson, 
is now secretary of the Butler County Medical Society. 


Personal.—In honor of his 98th birthday, the Fayette County 
Mirror devoted its editorial page to a tribute to Dr. Jchn Dawson 
Sturgeon Sr. Dr. Leroy E. Chapman of Warren, a member 
of the Pennsylvania Senate, was elected vice-president of the 


Association of Surgeons of the Pennsylvania Railroad at its 


annual meeting in Chicago.——Dr. Clarence E. Moore, Harris- 
burg, presented a paper cn “Segmental Resection of the Lung 
for Bronchiectasis” during the meeting of the International Col- 
lege of Surgeons in Madrid, Spain. Dr. James Z. Appel of 
Lancaster, trustee and councilor for the Fifth District, has been 
reappointed as a civilian aide to Secretary of the Army Frank 
Pace Jr.——Dr. Regis F. Downey, former assistant director of 
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the Bureau of Mental Health in Harrisburg, recently became 
clinical director at Danville State Hospital. Dr. Bernard A, 
Newell, senior ass:stant physician at Mayview State Hospital, 
has been appointed superintendent of Somerset State Hospital, 
succeeding Dr. Charles I. Shaffer——Dr. M. Harold Book, 
pathologist at the Norristown State Hospital, has been Promoted 
to the rank of assistant professor of neuropathology in the 
Graduate School of Medicine of the University of Pennsylvania, 
Philadelphia. 


SOUTH DAKOTA 

Dr. Ohimacher Goes to Aberdeen.—After 34 years at the Univer. 
sity of South Dakota, Dr. Joseph C. Ohlmacher, Vermillion, js 
leaving the school of medicine to become patholog’st at St. 
Luke’s Hospital in Aberdeen. While at the university, Dr. Ohl. 
macher also was director of the state health laboratory. He will 
continue to be dean emeritus of the school of medicine and 
professor of pathology. 


TEXAS 

University News.—Raymund L. Zwemer, Ph.D., chief, science 
division, Library of Congress, will lecture at the University of 
Texas Medical Branch, Galveston, Dec. 2-3, on “Biological 
Aspects of Potassium” and will give a general lecture on the 
work of the science division of the Library of Congress. 


State Association Dedicates New Building.—The new memorial 
library and headquarters of the Texas Medical Association, 
recently dedicated, is the eighth home of the association, which, 
established in 1853, has formerly occupied rented space in vari- 


Texas Medical Association memorial library and headquarters. 


ous office buildings. The new building, which is located at 19th 
St. and Lamar Blvd., Austin, houses the executive, business, 
journal, medical services, public relations, state advisory com- 
mittee, and woman’s auxiliary offices as well as the library and 
auditorium-lounge. This auditorium-lounge has been named the 
Dr. and Mrs. Sam E. Thompson Room, in recognition of a gift 
of $50,000 to the Texas Medical Association for use in building 
and operating the library. Dr. Thompson, who was a former 
president of the Texas Medical Association and served as chair- 
man of its board of trustees for 10 years, was named to emeritus 
membership in the association in 1948. He was a delegate to the 
American Medical Association for 12 years. Mrs. Thompson has 
been county and state president of her auxiliary. The three day 
celebration was inaugurated Sept. 19, with a special tribute to 
past presidents of the Texas Medical Association. Sen. Lyndon 
B. Johnson, Johnson City, delivered the address. On Friday 
evening Dr. Louis H. Bauer, Hempstead, N. Y., President of 
the American Medical Association, delivered the principal dedi- 
catory address, after being introduced by Gov. Allan Shivers. 


UTAH 

Wintrobe Memorial Fund.—This fund has been established by 
the University of Utah School of Medicine, Salt Lake City, t0 
memorialize the 8-year-old son of Dr. Maxwell M. Wintrobe, 
professor of medicine. The son was recently killed in an auto 
accident in Grand Teton National Park. Contributions, which 
will be used for medical research, may be made to Dr. John Z. 
Bowers, dean of the college of medicine, University of Utah, 
or to Dr. Emil G. Holmstrom at the Salt Lake General Hospital. 
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VERMONT 
Lectures on Malignancy.—The University of Vermont College 
of Medicine, Burlington, announces a series of meetings devoted 
to fundamental problems of growth and malignancy as follows: 
Nov. 20, Harry S. N. Greene, New Haven, Conn., Heterologous Trans- 
plantation of Embryonic and Cancer Tissues. 
Dec. 18, Gray H. Twombly, New York, Relationship of Steroids to 
Cancer. 
Feb. 26, 1953, David A. Karnofsky, New York, Approaches to Cancer 
Chemotherapy. 
April 30, John G. Kidd, New York, Mechanisms of Resistance and 
Immunity to Transplanted Cancer Cells. 


WEST VIRGINIA 

Society News.—The West Virginia Trudeau Society, a section of 
the American Trudeau Society, was organized in Charleston 
during the annual meeting of the West Virginia Tuberculosis 
and Health Association. Dr. William L. Cooke, Charleston, was 
elected president, and Dr. Hugh S. Edwards, superintendent of 
Pinecrest Sanatarium, Beckley, was named secretary. 


Symposium on Coal Miner’s Pneumoconiosis.—This symposium 
will be held in the American Legion Home at Elkins Nov. 24 
at 2 p. m. Dr. George R. Maxwell of Morgantown will serve as 
moderator for the following program: 

Clinical Aspects of Coal Miner’s Pneumoconiosis, Peter A. Theodos, 

Pailade!phia. 
X-Ray and Gross Pathology, Lou's L. Friedman, Birmingham, Ala. 
Lung Biopsy, Louis Mark, Columbus, Ohio. 


Dr. Philip Hugh-Jones of Jamaica, British West Indies, a for- 
mer rhysiologist to the Pneumoconiosis Research Unit, Medical 
Research Council, Llandough Hospital, in Wales, will speak. 
Dr. William P. Elkin, Charleston, will serve as moderator. The 
meeting will be open to all members of the medical profession. 
Those wishing to attend are requested to notify Dr. Joseph E. 
Martin Jr. of Elkins. Overnight accommodations will be arranged 
if desired. 


WISCONSIN 


Survey of Mcternal Deaths.—A survey of maternal deaths in 
Wisconsin is scheduled to begin Jan. 1, 1953, according to Dr. 
Lawrence M. Simonson, Sheboygan, chairman, committee on 
maternal and child welfare of the state medical society. Care- 
fully selected interviewers, all obstetricians, will consult with 
any fhysician and hospital that has experienced a maternal 
death. All data obtained from the physician and the hospital will 
be submitted in confidential form to a committee of five ob- 
stetricians, which will report the analysis of the case to the 
physicians and hospitals concerned, but all factors of identifica- 
tion will be removed. 


Personal.—More than 20 years of service to northwoods resi- 
dents in Oneida and Vilas counties were recently recognized 
when Dr. Kate Pelham Newcomb, Woodruff, was honored by 
the Arbor Vitae-Woodruff Lions Club at a testimonial dinner, at 
which she wes awarded a plaque for community service.—— 
Dr. Bertha E. Reynolds of Avoca, formerly of Lone Rock, was 
the guest of the Lone Rock Lions Club at a program which 
commemorated her 50 years of service in the Lone Rock area. 
A life member of the Iowa County Medical Society and the 
State Medical Society of Wisconsin, Dr. Reynolds was presented 
with a certificate and pin signifying her membership in the “50 
Year” Club. 


New Anesthesia Department—The University of Wisconsin 
Medical School, Madison, announces that it has created a 
Separate department of anesthesiology. The staff, which is headed 
by Dr. O. Sidney Orth, includes Drs. Milton Davis Jr. and Noel 
A. Gillespie, associate professors; Drs. Ann Bardeen and William 
H. L. Dornette, instructors; and Dr. Evelyn D. Lipp, clinical 
ass.stant. Because of the building expansion program at the 
University of Wisconsin Hospital, hitherto unavailable oppor- 
tunities exist for animal and other clinical research work, par- 
ticularly in the cardiovascular field. The staff at the university 
hospital provides anesthesia service not only for that hospital but 
= for the 550 bed Veterans Administration hospital in 

adison. 
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GENERAL 


Meeting on Mental Health.—The annual meeting of the National 
Association for Mental Health, Inc., will be held at the Hotel 
Henry Hudson, New York, Nov. 17-19. The program, planned 
primarily for board and staff members of state and local mental 
health organizations, will include presentations by Drs. William 
Malamud, Boston, Thomas A. C. Rennie, New York, and George 
S. Stevenson, New York. 


St. Louis Alumni Dinner.—The alumni dinner and smoker of the 
St. Louis University School of Medicine will be held, coincident 
with the Clinical Session of the American Medical Association, 
on Dec. 3 in the Onyx Room, Brown Palace Hotel, Denver. 
Cocktails at 6 p. m. will precede the dinner, which will be 
addressed by the Rev. Francis J. O’Reilly, S.J., vice-president of 
St. Louis University. For reservations address the St. Louis 
University School of Medicine, 1402 S. Grand Blvd., St. Louis 4. 


Entertain Anesthesiologists at Denver Session.—The Colorado 
Society of Anesthesiolog'sts plans a party to entertain the mem- 
bers of the American Society of Anesthesiolog’sts attending the 
Clinical Session of the American Medical Association in Denver. 
All visiting A. S. A. members and their wives are welcome. The 
party will be held in the evening, Dec. 3, at the Brown Palace 
Hotel. Those planning to attend are requested to notify Dr. 
Robert W. Virtue, 4200 E. 9th Ave., Denver 9. 


Meeting of North Pacific Surgeons.—The North Pacific Surgical 
Association will hold its annual meeting Nov. 21-22 at the 
Davenport Hotel in Spokane, Wash. The Founders’ lecturer, 
Dr. Francis Moore, will present a paper on “The Normal 
Metabolic Pattern After Injury” at the dinner meeting Friday. 
On Saturday afternoon he will discuss “The Selection of Patients 
for Definitive Surgery in Duodenal Ulcer Disease,” and at the 
banquet Saturday evening he will speak on “Common Metabolic 
Abnormalities in General Surgical Patients.” 


Conference on Lung Cancer.—An international conference on 
the “Endemiology of Cancer of the Lung” was held recently in 
Louvain, Belgium, under the joint auspices of WHO, UNESCO, 
the Committee on Geograrhical Pathology of the International 
Cancer Research Commission, and the Committee of the Inter- 
national Organization of Medical Sciences. The conference ended 
by drawing up recommendations for needed future studies. 
Official representatives to the conference from the United States 
included Drs. Morton L. Levin, Albany, N. Y., Harold L, 
Stewart, Bethesda, Md., and Paul E. Steiner, Chicago. 


Search for New Virus Diseases——A world-wide search for new 
human diseases is under way by the Rockefeller Foundation’s 
laboratories in New York, India, Egypt, and elsewhere as the 
result of the discovery of insect-borne viruses during recent yel- 
low fever research. Five or more of these viruses seem to be 
related to known encephalitic agents capable of causing severe 
infections in man and animals. Field investigations and labora- 
tory work are supported by $350,000 of new funds. The program 
is directed by Dr. Max Theiler of New York who received the 
1951 Nobel prize in medicine for his research in yellow fever. 


Meeting on Industrial Medicine and Surgery.—The Chicago 
Society of Industrial Medicine and Surgery and the Central 
States Society of Industrial Medicine and Surgery will hold a 
joint meeting Nov. 23, 2 to 5 p. m., at the Palmer House, 
Chicago. Dr. Elston L. Belknap, Milwaukee, is president of the 
Central States Society, and Dr. George W. Bohr, Chicago, is 
president of the Chicago society. The following program will be 
presented: 
Preplacement Examination Program for Workers Assigned to Heavy 
Jobs, William F. Becker, Chicago. 
Burns: Treatment by the Open Method, G. Kenneth Lewis, Chicago. 
Plastic Surgical Closures on Chronic Open Wounds of the Lower 
Extremity, Paul W. Greeley, Chicago. 
Neck, Shoulder and Arm Syndrome, Edward L. Compere, Chicago. 


Industrial Hygiene Meeting.—The Industrial Hygiene Founda- 
tion of America, Inc., will hold its annual meeting at Mellon 
Institute in Pittsburgh, Nov. 19-20. Dr. Oscar A. Sander, Mil- 
waukee, will serve as chairman of the medical conference on 
Wednesday. During the session there will be a panel on “How 
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to Apply Our Present Knowledge” with Dr. Robert A. Kehoe, 
Cincinnati, presiding, and Drs. Charles F. Shook, Toledo, Ohio, 
R. Emmet Kelly, St. Louis, and Adolph G. Kammer, Pittsburgh, 
as joint participants. Wednesday afternoon will be devoted to a 
joint medicolegal conference on “Administration of Workmen’s 
Compensation Laws.” Dr. Kehoe will participate in this panel 
discussion. On Thursday morning Dr. Hans W. Lawrence, Cin- 
cinnati, will represent medicine in a panel discussion on “Con- 
tributions to Worker Health.” 


Stamps Honor Physicians.—Four one cent postage stamps re- 
cently issued in Colombia bear the likeness of the following 
physicians: Niclas Osorio, director of the Bogota’s Medical 
Academy, 1898-1904; Ezequiel Uricoeched, founder of the 
Naturalist Neo Granadines Society; José Maria Lombana- 
Barreneche, who was a Colombian senator in 1878, vice-president 
of the national assembly in 1910, a candidate for presidency of 
the republic in 1918, director of the medicolegal office from 
its organization in 1914, and president of the National Medical 
Academy; and Pompilio Martinez, who taught pathology and 
surgery for 35 years at the National University. The stamps come 
in panes of 25 of each likeness in sheets of 100 subjects. 


Goiter Association Award.—The American Goiter Association 
again offers the Van Meter prize award of $300 and two honor- 
able mentions for the best essays submitted concerning original 
work on problems related to the thyroid gland. The award will 
be made at the annual meeting of the association in Chicago, 
May 7-9, 1953. The competing essays may cover clinical or re- 
search investigations, should not exceed 3,000 words, and must 
be in English; a typewritten double-spaced copy must be sent 
in duplicate to the Corresponding Secretary, Dr. George C. 
Shivers, 100 E. Saint Vrain St., Colorado Springs, Colo., not 
later than Feb. 15, 1953. A place will be reserved on the pro- 
gram of the annual meeting for the presentation of the prize 
award essay by the author, and the essay will be published in the 
annual proceedings of the association. 


American Association of Medical Clinics —The American As- 
sociation of Medical Clinics will hold its annual session at the 
Cosmopolitan Hotel, Denver, Nov. 30 to Dec. 1 under the presi- 
dency of Dr. Dean H. Echols of New Orleans. Dr. Louis H. 
Bauer, Hempstead, N. Y., President of the American Medical 
Association, will be the guest speaker at luncheon on Sunday. 
On Monday a series of panels will be held: (1) Role of Roent- 
genologist, Pathologist and Anesthesiologist in Group Practice; 
(2) What Constitutes a Routine Physical Examination or Health 
Checkup; (3) Foundations as Related to Clinics; (4) How Can 
Clinics Decrease the Cost of Medical Care; and (5) Retirement 
and Pension Plans. Harold R. Heberlein, president, National 
Association of Clinic Managers, will be a guest speaker on 
Monday. 


Cancer Mortality.—A study on the evolution of mortality from 
cancer and other malignant tumors during the 20th century has 
been published by the World Health Organization in its “Epi- 
demiological and Vital Statistics Report.” The report, which 
analyzes cancer mortality by sex, site of tumor, and age groups, 
affords information concerning 23 countries in Europe, the 
Union of South Africa, Canada, Chile, the United States, 
Uruguay, Japan, Australia, and New Zealand, from 1900 to 
1950. According to the report, of every 1,000 inhabitants, the 
proportion of persons aged 60 and over has increased in Den- 
mark from 99 at the beginning of this century to 131 in 1949; 
in France from 124 to 163; in England and Wales from 75 to 
159; and in the United States from 64 to 116. 

At the beginning of the century many countries showed less 
than 5% of all deaths attributable to cancer and malignant 
tumors. Sweden, with the highest percentage, did not reach 8%. 
By 1947, however, in most of the nations studied, one in every 
seven to nine deaths was reported as due to cancer, with the 
percentage exceeding 10% in some cases. Denmark and the 
Netherlands surpassed 16%. 


Psychiatric Research Prize——The Hofheimer prize board an- 
nounces that research contributions for the 1953 award should 
be submitted before Jan. 1, 1953. The Lester N. Hofheimer 
research prize is awarded annually for outstanding research in 
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the field of psychiatry and mental hygiene to a citizen of the 
United States or Canada, not over 40 years of age. The award 
applies only to work published or accepted for publication 
within a period of three years before the date of the award, |; 
may be made to a group of workers or collaborators as well as 
to an individual person, providing that the majority of the 
members are citizens of the United States or Canada and tha 
the median age of the group does not exceed 40 years at the 
time of publication. In this event, the prize of $1,500 is to be 
divided equally among the members of the group. The 195) 
prize was recently awarded to Dr. Robert E. Arnot, Hartford, 
Conn., Beatrice Talbot, and Dr. Milton Greenblatt, Boston, fo; 
research entitled “One to Four Year Follow-Up of 205 Cases 
of Bilateral Prefrontal Lobotomy” carried out at the Boston 
Psychopathic Hospital. Information may be obtained from the 
Hofheimer Prize Board, American Psychiatric Association, 1270 
Avenue of the Americas (Room 412), New York. 


Request for Data on Toxicity of Isoniazid and Iproniazid.—The 
Committee on Therapy of the American Trudeau Society js 
anxious to collect reports on toxic reactions to isoniazid and ipro- 
niazid so that a consolidated report can be made available to 
the medical profession as soon as possible. Any physician willing 
to submit such reports is asked to send a brief case report to the 
Committee on Therapy, American Trudeau Society, % Dr. 
David T. Carr, 102-110 Second Ave., S. W., Rochester, Minn. 
The report should include the patient’s name, age, sex, race, diag- 
nosis, weight, the drug administered and dosage, the duration of 
treatment, and a list of other drugs being given at the same time. 
The toxic reaction should be described fully, together with in- 
formation as to its recurrence if the same drug was given later, 
Copies of the consolidated report will be sent to all contributors 
but will not be published in such a way as to preclude individual 
publication. 


Children’s Tumor Registry.—The American Academy of Pedi- 
atrics has established a children’s tumor registry. It offers to all 
physicians free diagnostic and therapeutic consultation services, 
educational aids, bibliographical assistance, and registration 
facilities. No patients are accepted. Offered for teaching purposes 
are (1) exhibits: tumors of childhood; control of cancer in child- 
hood; and congenital tumors and structural defects in childhood; 
(2) standard sets of 45 lantern slides (3% x 414); and (3) statisti- 
cal data and literature for preparing lectures and special discus- 
sions. Requests for the teaching aids should specify the purpose 
for which the material will be used. Physicians are invited to sub- 
mit cases for registration. To obtain diagnostic or consultation 
services, physicians should submit all available information, in- 
cluding history of the case, physical findings, microscopic sec- 
tions, and roentgenograms. A protocol, including the history, 
physical examination, sections, blood smears, roentgenograms, 
and other pertinent data, should be forwarded to the registry with 
each registration. Correspondence should be addressed to Dr. 
Harold W. Dargeon, Chairman, The Children’s Tumor Registry, 
American Academy of Pediatrics, 444 E. 68th St., New York 2. 


Grants for Scholars in Cancer Research.—The Committee on 
Growth of the National Research Council, acting for the Ameri- 
can Cancer Society, is accepting applications for fellowships and 
grants for scholars in cancer research. Fellowships are available 
to promising postdoctoral students for advance training and 
experience in research in all branches of biological, chemical, 
and physical sciences and of investigative medicine applicable 
to the study of growth. There also are available three British- 
American exchange fellowships through a cooperating effort 
with the British Empire Cancer Campaign Fund. Applications 
for fellowships must be received by Dec. 10 to be considered 
for the year 1953-1954. Fellowships ordinarily will begin July !, 
1953, though this date may be varied at the request of the 
applicant. Applications for grants for scholars in cancer research 
should be submitted by an institution on behalf of a candidate 
before Jan. 1, 1953. With these awards a grant of $6,000 a year 
for three years is paid to the institution. Communications should 
be addressed to the Executive Secretary, Committee on Growth, 
National Research Council, 2101 Constitution Ave., N.W. 
Washington 25, D.C. 
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Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


Oct. 25, Oct. 18, Oct. 27, 


Area 1952 1952 1951 
New England States 
Massachusetts 23 8 
Rhode Island........ 9 
Middle Atlantie States 
120 ill 47 
29 26 ll 
68 88 29 
East North Central States 
140 218 41 
55 90 17 
161 120 67 
84 76 57 
West North Central States 
138 178 & 
49 3 1 
67 59 34 
South Atlantie States 
District of Columbia................ 3 1 
17 26 22 
26 6 
South Carolina.... 21 6 2 
6 21 10 
ns 34 26 7 
East South Central States 
48 86 10 
25 31 16 
West South Central States 
31 10 20 
32 30 56 
Mountain States 
6 16 5 
2 10 9 
15 14 5 
Pacific States 
22 31 15 
coos 191 197 140 
Territories and Possessions 
10 4 
1 2 1 
2,126 2,424 910 


FOREIGN 

Obstetric and Gynecologic Congress.—The seventh All India 
Obstetric and Gynaecological Congress will be held in Calcutta 
Dec, 22-24. The chief subjects for discussion will be (1) cephalo- 
pelvic disproportion and (2) nonmalignant lesions of the cervix. 


Blindness in Africa.—An expedition sponsored by the British 
Empire Society for the Blind is to make a three year survey into 
blindness in Africa. The survey, to cost between $70,000 and 
$84,000, will cover large areas of the Gold Coast, the Cameroons, 
and Nigeria. The last census taken in northern Nigeria disclosed 
that | in 7 persons suffered from eye diseases and 7 in every 70 
were totally blind. 


Leprosy Center Proposed for India—Dr. Eugene R. Kellers- 
berger, New York, general secretary, American Leprosy Mis- 
sions, announces that a leprosy research and training center is 
to be established within a year in India under American and 
British Protestant mission auspices. The center, which will be 
known as the William Jay Schieffelin Sanatorium, will consist 
of a hospital to accommodate 150 patients, a research laboratory, 
and staff houses and cottages for patients, and will occupy a site 
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of 250 acres at Karigeri, 70 miles west of Madras. It will be 
operated in connection with the Vellore Medical College. Ac- 
cording to Dr. Kellersberger, of an estimated 7,000,000 leprosy 
victims in the world, 1,000,000 are in India. 


CORRECTION 

Treatment of Bronchial Asthma.—lIn the article under this title 
by Leon Unger and Albert H. Unger in THE Journat, Oct. 11, 
1952, page 565, right hand column, the dose in the sixth line of 
the second paragraph should read “10 grains (0.6 gm.).” 


Sheppe Instead of Sheffe.—In the third line of the second para- 
graph of the editorial on suicide in THE JoURNAL, Oct. 18, 1952, 
page 696, among the list of authors, the name Sheffe should 
have been spelled Sheppe. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoaRD OF MEDICAL EXAMINERS: Part I and II. February 1953. 
All centers where there are five or more candidates. Exec. Sec., Dr. 
John P. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations, July 17, 
Final date for filing applications is January 17. Sec., Dr. C. B. Hickcox, 
80 Seymour St., Hartford 15. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Philadelphia, Nov. 13-14 
and Washington, D. C., Nov. 17-18. Exec. Sec.-Treas., Dr. William A, 
Werrell, 1 West Main Street, Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or June 
1953. Final date for filing application for the oral examination is Jan. 
15, 1953. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, Kingshighway and Euclid Ave., St. Louis. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Various 
Centers, Feb. 6, 1953. Final date for filing applications is Nov. 1. Oral 
and Pathological, Part Il, Chicago, May 17-24, Final date for filing 
application is Feb. 1. Sec., Dr. R. L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various Centers, January 
1953. Final date for filing applications was July 1. Practical. New York 
City, June 6-10, 1953. Sec., Dr. Edwin B. Dunphy, 56 Ivie Road, Cape 
Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: The deadline for the receipt 
of applications for the 1953 Part II examinations was Aug. 15; for the 
1953 Part I examination the deadline is Nov. 30. Sec., Dr. Harold A. 
Sofield, 122 S. Michigan Ave., Chicago. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. New Orleans, April 21-25, 
1953. Sec., Dr. Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BoarpD oF PepiatTrics: Written. Examinations under local 
monitors will be held on Jan. 16. This is the only written examination 
which will be given during 1953. Oral. Boston, Dec. 5-7; Baltimore, 
Feb. 20-22; Memphis, March 27-29; Philadelphia, May 1-3; Detroit or 
Ann Arbor, June; Place undecided, Oct. 9-11 (tentative); Indianapolis, 
November. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. June 1953. Final date for filing applications is March 15. Sec., 
Dr. Robert L. Bennett, 30 N. Michigan Blvd., Chicago. 

AMERICAN BoarD OF PLASTIC SuRGERY: Final date for receipt of case 
reports for the spring examination (May-June) is January 1 of each 
year. Final date for receipt of case reports for the tau examination 
(October-November) is June 1 of each year. 

AMERICAN BOARD OF PsYCHIATRY AND NEUROLOGY: New York City, Dec. 
15-16. Final date for filing applications was Sept. 15. Written. San 
Francisco, April 30-May 1. Sec.-Treas., Dr. David A. Boyd, Jr., 102- 
110 Second Ave., S.W., Rochester, Minn. 

AMERICAN BoarD oF RaproLocy: Oral. Dec. 1-7. Final date for filing 
application was June 1. Oral. Tampa, April 8-15. Sec., Dr. B. R. Kirklin, 
102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN BOARD OF SuRGERY: Written. Various Centers, March 1953, 
Final date for filing application is Dec. 1. Sec., Dr. John B. Flick, 225 
S. 15th St., Philadelphia. 

AMERICAN BoarD oF UroLoGy: Written. Various Centers, December. 
Oral. Chicago, Feb. 7-11, Sec., Dr. Harry Culver, 30 Westwood Road, 
Minneapolis 16, Minn. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. : 
1952 Clinical Session, Denver, Dec. 2-5. 
1953 Annual Session, New York, June 1-5. 
1953 Clinical Session, St. Louis, Dec. 1-4, 


AMERICAN ACADEMY OF DERMATOLOGY AND SyYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. John E. Rauschkolb, P.O. Box 6565, Cleve- 
land 1, Secretary. 


AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Palmer House, 
Chicago, Dec. 15-17. Dr. Ralph A. Reis, 116 S. Michigan Blvd., 
Chicago 3, Secretary. 


AMERICAN ASSOCIATION OF MEDICAL CLINICS, Cosmopolita® Hotel, Denver, 
Nov. 30-Dec. 1. Dr. Edwin P. Jordan, Box 114, Charlottesville, Va., 
Executive Director. 


AMERICAN COLLEGE OF CLINIC ADMINISTRATORS, Chase Hotel, St. Louis, 
Dec. 6-7. Dr. Eva M. Rule, 106 North Silver Street, Olney, IIl., 
Secretary. 


AMERICAN PSYCHOANALYTIC ASSOCIATION, New Yorker Hotel, New York, 
Dec. 4-7. Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, Phila- 
delphia 3, Secretary. 


ASSOCIATION OF MILITARY SURGEONS OF THE UNITED States, Hotel Statler, 
Washington, D. C., Nov. 17-19. Dr. R. R. Sayers, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 


ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Clarence C. Hare, 700 West 
168th St., New York 32, Secretary. 


ASSOCIATICN OF STATE AND TERRITORIAL HFALTH OFFICERS, Washington, 
D. C., Dec. 8-11. Dr. John D. Porterfield, 306 Ohio Depts. Bidg., 
Columbus 15, Ohio, Secretary. 


Eastern SeEcTION, American Laryngological, Rhinological and Otological 
Society, Hotel Syracuse, Syracuse, N. Y., Jan. 7. Dr. Francis W. 
Davison, Danville, Pa., Crairman. 


NATICNAL ASSOCIATION FOR MENTAL HEALTH, Henry Hudson Hotel, New 
York, Nov. 17-19. Dr. George S. Stevenson, 1790 Broadway, New York, 
Medical Director. 


Nortu Pacific SurGicat Association, Spokane, Wash., Nov. 21-22. Dr, 
John A. Duncan, 509 Olive Way, Seattle, Secretary. 


Puerto Rico Mrpicat AssociATION, Santurce, Dec. 10-14. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 


SOCIETY OF NorTH Netherland Plaza and Sheraton- 
Gibson Hotels, Cincinnati, Dec. 7-12. Dr. Donald S. Childs, 713 East 
Genesee St., Syracuse 2, N. Y., Secretary. 


SOUTHERN SuRGIcAL AssociATION, Hollywood, Fla., Dec. 9-11. Dr. John C. 
Burch, 2112 West End Ave., Nashville 5, Tenn., Secretary. 


WESTERN SURGICAL ASSOCIATION, The Shamrock, Houston, Texas, Dec. 4-6, 
Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secretary. 


INTERNATIONAL 


CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29, 1953. For information write: Dr. W. 
Tegne:, The London Hospital, London E.1, England. 


CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 15-20, 1953. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 


INTER-AMERICAN SESSION, American College of Surgeons, Paulista Medical 
Association Bldg., Sao Paulo, Brazil, Feb. 9-12, 1953. Dr. Moacyr Eyck 
Aivaro, 1151 Conselacao, Sao Paulo, Brazil, Chairman. 


INTERNATIONAL CONGRESS OF AUDIOLOGY, Groningen, Netherlands, June 
5-6, 1953. Dr. Gunnar Holmgren, Strandvagen 5A, Stockholm, Sweden, 
President. 
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INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINicay 
NEuROPHYSIOLOGY, Boston, Mass, U. S. A., Aug. 18-21, 1953. Dr, 
Robert S. Schwab, Massachusetts General Hospital, Boston 14, Mass, 
U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS FOR HisToRY OF SCIENCE, Jerusalem, Israel, 
August 3-7, 1953. Prot. F. S. Bodenheimer, Hebrew University, Jery. 
salem, Israel, President. Poole 


Mich. 


INTERNATIONAL CONGRESS ON HyDATID Disease, Santiago. Chile, Nov, 2}. Linda 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. of Me 
INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, his 
July 20-25, 1953. Mr. W. R. LeFanu, % London School of Hyziene secon 
and Tropical Medicine, Keppel Street, London, W.C.1, England, one t 
Chairman. Physic 
edic 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept. 6-12, 1953, 


For information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy, int 
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INTERNATIONAL CONGRESS OF RaD:0-BroLoGy, Copenhagen, Denmark, July Stein, 


14-25, 1953. Prof. Flemming Norgaard, Oster Voldgade 10, Copenhagen Germ: 
K, Denmark, Secretary General. Medic 
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Sept, 3, 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte. 
video, Uruguay, March 1-7, 1953. Dirreccion General del Servico de 
Sanitad Militar, 8 de O:tubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 


INTERNATIONAL CONGRESS OP OTORHINOLARYNGOLOGY, Amsterdam, Nether 
lands, June 8-15, 1953. Dr. W. H. Struben, J. J. Viottastraat 1, 
Amsterdam, Netherlands, Secretary. 


INTERNATIONAL CONGRESS OF ParpraTRics, Havana, Cuba, Oct. 12-17, 1953, 
Prof. Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba, President, 


INTEFNATIONAL CONGRESS OF RapDIOLOGy, Copenhagen, Denmark, July 
19-25, 1953. Professor Flemming Norgaard, 10 Oster Voldgade, Copen- 
hagen K., Denmark, Secretary General. 


INTERNATIONAL CONGRESS OF THALASSOTHERAPY, Dubrovnick, Yugoslavia, 
May 17-25, 1953. Prof. C. Plavaic, Mavrodne Republick 51, Belgrade, 
Yugoslavia, Secretary General. 


INTERNATIONAL CONGRESSES OF TROPICAL MED!CINE AND MA aria, Istanbul, 
Turkey, Aug. 28-Sept. 4, 1953. Professor Dr. Ihsan Siikru Aksel, Tunel 
Mcydam, Beyoglu, Istanbul, Turkey, General Secretary. 


INTERNATIONAL FERTILITY ASSOCIATION, New York, N. Y., U. S. A., May 
25-31, 1953. Dr. Abner I. Weisman, 1160 Fifth Avenue, New York 29, 
N. Y., U. S. A., Associate Secretary General. 


INTERNATIONAL Hosprtat ConGress, London, England, May 25-30, 1953, 
Capt. J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary, 


INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10, 1953. Dr. 
Felix Contreras, Moreto 15, Madrid, Spain, Secretary. 


INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 31+ 
Sept. 4, 1953. Dr. A. S. V. Burgen, Dept. of Physiology, McGill Uni- 
versity, Montreal, Canada, Secretary. 


INTERNATIONAL STUDY CONFERENCE ON CHILD WELFARE, Bombay, India, 
Dec. 5-12. For information write: All India Save the Children Com 
mittee, 5 Carmichael Road, Bombay, India. 


INTERNATIONAL UNION AGAINST CANCER AND INTERNATIONAL CANCER RE- 
SEARCH COMMISSION, Joint Meeting, Bombay, India. Dec. 28. Prof. 
Khanolkar, Tata Memorial Hospital, Bombay, India, President. 


INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15, 1953. 
Prof. Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, 
Sweden, Secretary. 


Pan AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16, 1953. Secretaria del Congress, -763 Uriburu, Buenos Aircs, 
Argentine. 


Worip CONFERENCE ON Mepicat Epucation, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 24-29, 1953. 
Secretariat: World Medical Association, 2 East 103d St., New York 29, 
N. Y., U. S. A. 


Worip CONGRESS OF THE WorRLD CONFEDERATION FOR PHYSICIAL THERAPY, 
London, England, Sept. 7-12, 1953. Miss M. J. Neilson, Chartered 
Society of Physiotherapy, Tavistock House, South, Tavistock Square, 


, W.C.1, England, Secretary @ Indica 
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Poole, Fenn Eugene ® Glendale, Calif.; born in Coldwater, 
Mich., June 10, 1906; College of Medical Evangelists, Loma 
Linda and Los Angeles, 1932; certified by the National Board 
of Medical Examiners; assistant clinical professor of surgery at 
his alma mater; member of the Aero Medical Association; 
second vice-president of the Industrial Medical Association; at 
one time a director of the Western Association of Industrial 
Physicians and Surgeons (now known as the Western Industrial 
Medical Association), serving as vice-president at the time of his 
death; chairman of the committee of cardiacs in industry, Los 
Angeles Heart Association; in 1949 member of the research com- 
mittee, President’s Conference on Industrial Safety; affiliated with 
Los Angeles County General and Hollywood Presbyterian hos- 
pitals in Los Angeles and St. Joseph Hospital in Burbank; medi- 
cal director of the Lockheed Aircraft Corporation; medical direc- 
tor of the Rexall Drug Company and vice-president of the Riker 
Laboratories; trustee of Chapman College in Los Angeles from 
1946 to 1950; a member of the editorial board of the A. M. A. 
Archives of Industrial Hygiene and Occupational Medicine and 
Annals of Western Medicine and Surgery; was instantly killed 
Sept. 21, aged 46, in an automobile accident. 


Stein, Herbert Wilhelm, Washington, D. C.; born in Neuss, 
Germany, Aug. 5, 1914; Johns Hopkins University School of 
Medicine, Baltimore, 1940; director and psychiatrist at the 
Juvenile Court Guidance Clinic; at one time instructor in psychi- 
atry and mental hygiene at Yale University School of Medicine 
in New Haven, Conn., and associate psychiatrist Grace-New 
Haven Community Hospital University Service; assistant in 
medicine at Tufts College Medical School in Boston, 1942-1943; 
ass.stant physician at the Worcester (Mass.) State Hospital from 
January, 1944, to June 30, 1945; died in Central Dispensary and 
Emergency Hospital Sept. 13, aged 38, of cerebral hemorrhage 
and hypertension. 


Diepenbrock, Anthony Bernard @ Hillsborough, Calif.; born in 
San Francisco in 1889; Harvard Medical School, Boston, 1912; 
served as vice-president of the San Francisco Society of Internal 
Medicine; past president of the San Francisco County Medical 
Society; formerly member of the state board of medical ex- 
aminers; served during World War I; consultant in the depart- 
ment of internal medicine for the Veterans Administration; 
practiced in San Francisco, where he was affiliated with Southern 
Pacific General Hospital, Notre Dame Hospital, and St. Mary’s 
Hospital, where he died Sept. 16, aged 63, of metastatic melano- 
sarcoma of the spine, lungs, liver, and brain. 


Fisher, George Garthwaite ® Newhall, Calif.; born in 1882; 
Laval University Faculty of Medicine, Quebec, 1906; an Associ- 
ate Fellow of the American Medical Association; specialist 
certified by the American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and Otolaryngology 
and the Medical Society of the State of New York; formerly 
practiced in Brooklyn, where he served on the staffs of St. 
Catherine’s and Coney Island hospitals; during World War I a 
captain in the New York National Guard and a member of the 
medical advisory board; died Sept. 7, aged 69, of prostatic car- 
cinoma. 


Adamson, Hiram Ross, Rogersville, Pa.; Jefferson Medical 
College of Philadelphia, 1900; died in Wheeling, W. Va., Aug. 
24, aged 76, of bronchopneumonia and carcinoma of the colon. 


Alexander, Samuel @ Park Ridge, N. J.; Long Island College 
Hospital, Brooklyn, 1910; past president of the Medical Society 
of New Jersey and Bergen County Medical Society; for many 
years member of the Bergen County Board of Freeholders; died 
Sept. 3, aged 63. 


@ Indicates Member of the American Medical Association. 


Aurand, Samuel H., Los Angeles; the Hahnemann Medical 
College and Hospital, Chicago, 1884; died Aug. 18, aged 97, of 
chronic myocarditis. 


Ayres, John Chambers ® Memphis, Tenn.; Memphis (Tenn.) 
Hospital Medical College, 1905; past president of the Shelby 
County Medical Society; fellow of the American College of 
Surgeons; in 1935 appointed to the original state board of 
health; affiliated with Methodist, Baptist, and St. Joseph's hos- 
pitals; died in West Tennessee Tuberculosis Hospital Aug. 18, 
aged 75, of senility. 


Bailey, Charles Whitney © Hebron, Ill.; Rush Medical College, 
Chicago, 1900; an Associate Fellow of the American Medical 
Association; served during World War I; president of the Hebron 
State Bank from 1927 to 1950; died Sept. 8, aged 77, of a cere- 
bral vascular accident. 


Baker, Byron Evans, Milford Center, Ohio; Starling Medical 
College, Columbus, 1895; served as mayor, member of the 
village council and school board; state senator from 1916 to 
1918; died in Columbus Aug. 5, aged 83, of bronchopneumonia. 


Bellinger, Clarence H. ® Brooklyn; Syracuse University College 
of Medicine, 1910; specialist certified by the American Board 
of Psych‘atry and Neurology; member of the American Psychi- 
atric Asscciation; clinical professor of psychiatry at Long Island 
College of Medicine; senior director of the Brooklyn State Hos- 
p-tal; at one time assistant superintendent at Utica (N. Y.) State 
Hospital; formerly affiliated with Binghamton (N. Y.) State Hos- 
pital; died Aug. 12, aged 65, of myocardial failure. 


Bellows, Charles Mortimer © Albuquerque, N. Mex.; Bellevue 
Hospital Medical College, New York, 1883; member of the 
Medical Society of the State of New York; served on the staffs 
of Bellevue and Mount Sinai hospitals in New York; died in 
St. Joseph’s Hospital Aug. 6, aged 90. 


Betz, George W., Merion, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1894; died in Bryn Mawr 
(Pa.) Hospital Sept. 1, aged 80, of coronary occlusion. 


Bewley, Lylburn Hall, Atlantic City, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1901; died Aug. 5, aged 
75, of congestive heart disease. 


Black, Florence Atwood @ Staten Island, N. Y.; New York Medi- 
cal College and Hospital for Women, Homeopathic, New York, 
1911; served on the staff of the Brooklyn Hospital where she 
died Aug. 31, aged 64, of leukemia. 


Booker, Arthur John, Los Angeles; Northwestern University 
Medical School, Chicago, 1906; served during World War I; 
died in the Good Samaritan Hospital Aug. 25, aged 70, of 
cholecystitis, cholelithiasis, and uremia. 


Botzer, William, South Bend, Wash.; Bennett Medical College, 
Chicago, 1897; died Aug. 28, aged 92. 

Bronson, William Moffet ® Lancaster, N. H.; University of 
Vermont College of Medicine, Burlington, 1915; past president 
of the Coos County Medical Society; medical referee of Coos 
County; public health officer in Lancaster and school physician; 
chief of staff and director of Beatrice Weeks Memorial Hospital; 
died Aug. 16, aged 61, of coronary thrombosis. 


Brown, Fitzhugh Lee, Petersburg, Va.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1911; died July 23, aged 63, of coronary occlusion. 


Brown, John William, Houston, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1910; formerly state health 
officer; served during World War I; at one time senior surgeon 
in the U. S. Public Health Service Reserve; died Aug. 18, aged 67. 


Buchanan, Lester C. Gill, Clovis, N. Mex.; National Normal 
University College of Medicine, Lebanon, Ohio, 1896; formerly 
practiced in Ranger, Texas, where he was president of the 
school board; served during World War I; affiliated with Clovis 
Memorial Hospital; died in Portales Aug. 19, aged 80. 
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Buhrman, Ettie Ray, Trenton, N. J.; Atlantic Medical College, 
Baltimore, 1897; died in McKinley Hospital Aug. 8, aged 77, 
of arteriosclerosis. 


Chaplin, Steenie Charles ® Columbia, N. C.; Jefferson Medical 
College of Philadelphia, 1922; died July 1, aged 54, of coronary 
thrombosis. 


Cobb, Tyrus Raymond Jr. ® Dublin, Ga.; Medical College of 
the State of South Carolina, Charleston, 1942; died in Palo Alto, 
Calif., Sept. 9, aged 42, of brain tumor. 


Cody, Michael Milton © Elmhurst, Ill.; University of Illinois 
College of Medicine, Chicago, 1916; member of the board of 
directors and on the staff of the Memorial Hospital of Du Page 
County, where he died Sept. 1, aged 63, of acute pancreatitis. 


Connell, E. DeWitt ®@ Portland, Ore.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1895; member of the 
Pacific Coast Oto-Ophthalmological Society; fellow of the 
American College of Surgeons; for many years on the staff of 
St. Vincent’s Hospital where he died Aug. 26, aged 81, of 
ruptured aortic aneurysm. 


Conner, Thomas E!mer ® Freetown, Ind.; Medical College of 
Indiana, Indianapolis, 1905; an Associate Fellow of the Ameri- 
can Medical Association; for many years county health officer; 
formerly county clerk; died Aug. 7, aged 79. 


Cornelius, Luther Barnett, Cullman, Ala.; Birmingham Medical 
College, 1912; died June 27, aged 73, of cerebral hemorrhage 
and hypertensive cardiorenal disease. 


Cowgill, Charles Hall ® Huntington Park, Calif.; Minneapolis 


_College of Physicians and Surgeons, 1908; affiliated with St. 


Francis Hospital in Lynwood, where he died Aug. 3, aged 68, 
of cerebral hemorrhage. 


Crary, Richard Howard ®@ Wichita, Kan.; University of Colo- 
rado School of Medicine, Denver, 1943; member of the Colorado 
State Medical Society and the College of American Pathologists; 
specialist certified by the American Board of Pathology; served 


during World War II; affiliated with Veterans Administration 


Center; died Aug. 20, aged 33, of injuries received in an auto- 
mobile accident. 


Daly, Bert, Bayonne, N. J.; Baltimore Medical College, 1905; 
formerly mayor; died Sept. 3, aged 71, of cerebral thrombosis 
and abdominal carcinoma. 


Danahey, Thomas Joseph, Denver; Denver and Gross College 
of Medicine, Denver, 1909; died in St. Joseph’s Hospital Aug. 
13, aged 72, of cerebral thrombosis. 

Davitch, David Herman, Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1904; for many years physician for the 
board of education; affiliated with Northern Liberties and Metro- 
politan hospitals; died in the Albert Einstein Medical Center, 
South Division, Sept. 2, aged 68, of carcinoma of the lung. 
DeMoss, Edwin Childress ® Lordsburg, N. Mex.; University of 
Nashville (Tenn.) Medical Department, 1904; died Aug. 23, 
aged 72, of a heart attack. 

Denaut, James Lancaster, Hamlet, Ind.; Rush Medical College, 
Chicago, 1896; formerly health officer and county coroner; 
served on the staffs of the Holy Family and Fairview hospitals 
in La Porte; died in Knox Sept. 4, aged 82, of cerebral hemor- 
rhage. 

Dorr, Frank Willard, Detroit; Detroit Homeopathic College, 
1907; died recently, aged 84, of carcinoma of the rectum. 
Dudley, Erwin Frank, Okeechobee, Fla.; the Hahnemann Medi- 
cal College and Hospital, Chicago, 1912; died June 8, aged 65, of 
carcinoma oi the urinary bladder. 

Dufficy, George Woodward ® Sacramento, Calif.; University of 
California Medical School, San Francisco, 1898; fellow of the 
American College of Surgeons; an Associate Fellow of the 
American Medical Association; for many years chief of staff 
and member of the executive board at Mercy Hospital, where 
he died Aug. 31, aged 80, of arteriosclerosis and hypertension. 
Edwards, George Traylor ® Selma, Ala.; University of Alabama 
School of Medicine, 1912; died June 25, aged 66, of chronic 
monocytic leukemia. 


J.A.M.A., Nov. 15, 1952 


Eggleston, Stephen Archer, Tchula, Miss.; Memphis (Tenn,) 
Hospital Medical College, 1897; past president of the Leflore 
County Medical -Society; at one time vice-president of the Mis. 
sissippi State Medical Association; died Sept. 8, aged 77, 


Elliott, Roy Howe, Indianapolis; Miami Medical College, Cin. 
cinnati, 1901; for many years secretary of the Fayette Franklin 
Counties Medical Society; formerly health officer of Fayette 
County and on the staff of Fayette Memorial Hospital in Cop. 
nersville; died in St. Vincent’s Hospital Aug. 15, aged 76, of 
myocardial infarction. 


Evans, George Edwin, Branford, Conn.; New York Homeopathic 
Medical College and Hospital, New York, 1896; served on the 
staff of the Grace Hospital in New Haven; died Aug. 24, aged 
83, of coronary disease. 


Ezekiel, Gerald A. @ Richmond, Va.; Medical College of Vir. 
ginia, Richmond, 1908; served during World War 1; member 
of the American College of Chest Physicians; died Aug. 25, 
aged 66, of cerebral hemorrhage. 


Fahey, William Arthur, Albuquerque, N. M.; Syracuse Uni- 
versity College of Medicine, 1904; served as physician for the 
Indian Service; died Aug. 11, aged 70. 


Fishberg, Mark ® Brooklyn; University and Bellevue Hospital 
Medical College, New York, 1921; specialist certified by the 
American Board of Urology; member of the American Uro- 
logical Association; fellow of the American College of Surgeons; 
affiliated with Brooklyn State Hospital, Unity Hospital, and the 
Brooklyn Hospital, where he died Aug. 19, aged 55, of coronary 
thrombosis. 


Fitch, Dorsey P., Fairmont, W. Va.; Jefferson Medical College 
of Philadelphia, 1885; member of the Marion County Lunacy 
Board; died Sept. 2, aged 93, of coronary thrombosis. 


Fortney, Mary Jennettie F. ® Uhrichsville, Ohio; Keokuk (la.) 
Medical College, 1894; member of the West Virginia State 
Medical Association; died Aug. 12, aged 83, of old age. 


Francis, Harry Whiting ® Bancroft, Neb.; Omaha Medical 
College, 1896; at one time vice-president of the Nebraska State 
Medical Association and the Elkhorn Valley Association; served 
as president of the Madison Six County Medical Society; died 
in the Memorial Hospital, West Point, May 24, aged 85, of 
cardiorenal disease. 


Galloway, George © Chicago; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of Illi- 
nois, 1901; died in Cannington, Ontario, Canada, Sept. |, 
aged 85. 


Gibson, Arthur Collis ® San Francisco; Harvard Medical School, 
Boston, 1915; died Aug. 28, aged 63, of emphysema. 


Gilding, Joseph Peter ® Vicksburg, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1931; served during World 
War II; affiliated with Bronson Hospital and Borgess Hospital 
in Kalamazoo, where he died Aug. 2, aged 45, of carcinoma. 


Glendinning, William Bell, Novelty, Ohio; Cleveland Home- 
opathic Medical College, 1898; University of Wooster Medical 
Department, Cleveland, 1904; died in Ridgecliffe Sanitarium in 
Wickliffe, Aug. 29, aged 76, of essential hypertension and cardiac 
asthma, 


Goffman, Emanue] ® Montclair, N. J.; Eclectic Medical College, 
Cincinnati, 1926; affiliated with St. Vincent’s and Montclair 
Community hospitals; died Aug. 28, aged 52, of cerebral 
thrombosis. 


Graham, Stephen Harry ® Laredo, Texas; University of Okla- 
homa School of Medicine, Oklahoma City, 1915; also a graduate 
in pharmacy; served overseas during World War I; affiliated 
with Mercy Hospital; died Aug. 26, aged 69, of acute myocardial 
infarction. 

Hamilton, Hubert Lee, Arlington, Va.; Hospital College of 
Medicine, Louisville, Ky., 1898; died June 29, aged 81, of arterio” 
sclerotic myocarditis. 
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Hanretta, Aloysius Thomas @ Austin, Texas; St. Louis Univer- 
ity School of Medicine, 1928; past president of the Texas Psy- 
chiatric Association; medical director of the Texas Confederate 
Home for Men; formerly superintendent of the Austin State 
Hospital and Rusk (Texas) State Hospital; died in the Peter Bent 
grigham Hospital, Boston, Aug. 23, aged 49, of rheumatic heart 
jisease With aortic stenosis. 


dart, Arthur T., Union Level, Va.; Medical College of Virginia, 
richmond, 1896; died Aug. 20, aged 78. 


Hinman, Adin Vincent, Warren, Ohio; Ohio Medical Univer- 
sity, Columbus, 1898; formerly practiced in Youngstown, where 
he was affiliated with Youngstown Hospital and trustee of the 
Mahoning Tuberculosis Sanatorium; died Aug. 26, aged 79, of 
senility. 

Hofmann, Albert Peter, Cincinnati; University of Cincinnati 
College of Medicine, 1915; member of the American Academy 
of Ophthalmology and Otolaryngology; specialist certified by 
the American Board of Otolaryngology; served during World 
War I; instructor in otolaryngology at his alma mater; affiliated 
with Cincinnati General, Good Samaritan, and St. Mary’s 
hospitals; died in Veterans Administration Hospital, Lexington, 
ky., Aug. 30, aged 65. 


Hunt, William Robert, Tupelo, Miss.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1913; died Aug. 4, 
aged 84. 


Huyck, Clifford John © West Brookfield, Mass.; Cleveland 
University of Medicine and Surgery, 1896; an Associate Fellow 
of the American Medical Association; served during World War 
|; one of the original staff members of Mary Lane Hospital in 
Ware, where he was an honorary member of the present staff; 
died in Cushing Veterans Administration Hospital in Framing- 
ham Aug. 31, aged 78, of cancer. 


Jennings, Kenneth D. @ Chelsea, Okla.; University of Okla- 
homa School of Medicine, Oklahoma City, 1924; for many 
years served on the board of education; died in St. John’s Hos- 
pital, Tulsa, Aug. 2, aged 56, of cancer. 


Johnson, Robert Lloyd, Wadsworth, Ohio; University of Mich- 
isan Homeopathic Medical School, Ann Arbor, 1899; formerly 
mayor; served during World War I; affiliated with Wadsworth 
Municipal Hospital, where he died Aug. 21, aged 74, of cancer. 


Jones, Andrew MacCaulay, Athens, Ga.; Meharry Medical Col- 
lege, Nashville, Tenn., 1916; died July 30, aged 63, of cerebral 
hemorrhage, hypertension, and arteriosclerosis. 


Kelley, Alfred L., Miami, Fla.; University of the South Medical 
Department, Sewanee, Tenn., 1905; died July 28, aged 77, of 
adenocarcinoma of the rectum. 


Keown, Thomas William @ Baltimore; Baltimore Medical Col- 
lege, 1895; an Associate Fellow of the American Medical Associ- 
ation; formerly associate professor of clinical medicine at the 
University of Maryland School of Medicine; died in the Univer- 
‘ity Hospital June 28, aged 84, of carcinoma of the colon with 
metastasis. 


Kime, John W., Fort Dodge, Iowa; State University of Iowa 
College of Medicine, Iowa City, 1883; served for two terms in 
the lowa legislature; died in Altadena, Calif., Aug. 19, aged 96, 
of arteriosclerosis. 


Koonce, §. Everett © Wilmington, N. C.; College of Physicians 
aid Surgeons, Baltimore, 1896; an Associate Fellow of the 
American Medical Association; died June 26, aged 81, of 
coronary occlusion. 


Kulis, Jacob G., Chicago; College of Medicine and Surgery, 
Chicago, 1905; died in the Holy Cross Hospital Aug. 28, aged 75, 
ot cerebral thrombosis. 


lay, Robert Yearger @ Pittsburg, Texas; Jefferson Medical 
College of Philadelphia, 1901; member of the American Academy 
oi General Practice; past president of the Camp County Medi- 
cal Society; formerly vice-president of the State Medical Asso- 
‘ation of Texas; served during World War I; affiliated with 
Medical and Surgical Hospital, where he died Aug. 2, aged 75, 
of cerebral thrombosis and cardiac decompensation. 
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Larkin, Leo Carroll © Oak Park, Ill.; University of Illinois Col- 
lege of Medicine, Chicago, 1934; specialist certified by the Amer- 
ican Board of Proctology; served during World War II; affiliated 
with St. Anne’s Hospital in Chicago, Oak Park, and West Sub- 
urban hospitals; died near Walworth, Wis., Aug. 24, aged 43, of 
injuries received in an automobile accident. 


Leake, William Walter ® Fond du Lac, Wis.; Tulane Univer- 
sity of Louisiana School of Medicine, New Orleans, 1909; fel- 
low of the American College of Surgeons; member of the 
Illinois State Medical Society; served overseas during World 
War I; at one time superintendent of the Charity Hospital in 
New Orleans; formerly chief surgeon of the Illinois Central 
System with offices in Chicago, and chief of staff, Illinois Cen- 
tral Hospital; died Aug. 26, aged 68, of coronary thrombosis. 


LeCron, Wilbur L. ® Shorewood, Wis.; Johns Hopkins University 
School of Medicine, Baltimore, 1908; past president of the 
Milwaukee Surgical Society; affiliated with Columbia Hospital; 
died in Milwaukee Aug. 18, aged 69, of cerebral cortical atrophy 
(Pick’s disease). 


Lehmberg, Charles Edward, Columbus, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1904; served in France during World 
War I; died Aug. 13, aged 73. 


Leigh, Armistead Macon ® Louisville, Ky.; Hospital College of 
Medicine, Louisville, 1905; on the associate staffs of Kentucky 
Baptist and St. Anthony’s hospitals; died Aug. 14, aged 74, of 
cerebral hemorrhage. 


Leventhal, Nathan Lewis, Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1904; died Aug. 31, aged 72, of coronary 
thrombosis and diabetes mellitus. 


Luten, Joseph B. © Caruthersville, Mo.; University of Louisville 
(Ky.) Medical Department, 1898; died Aug. 24, aged 76, of 
cardiovascular renal disease. 


Maby, William John © Mechanicville, N. Y.; McGill University 
Faculty of Medicine, Montreal, Canada, 1903; died Aug. 29, 
aged 74, of carcinoma of the prostate with metastases to the 
bones, lungs, and adrenals. 


McCormack, William Goulding, Whippany, N. J.; Columbia 
University College of Physicians and Surgeons, New York, 1906; 
died in Morristown Memorial Hospital in Morristown Aug. 19, 
aged 70, of cerebral hemorrhage and diabetes mellitus. 


McCown, Oswald Stuart ® Memphis, Tenn.; Memphis Hospital 
Medical College, 1900; fellow of the American College of 
Surgeons; member of the American Urological Association; died 
in Methodist Hospital Aug. 19, aged 78, of coronary disease. 


McGuire, Walter George ® Chicago; L.R.C.P., of Ireland and 
L.R.C.S., of Ireland, 1911; served on the faculty of Loyola Uni- 
versity School of Medicine; affiliated with Mercy Hospital, where 
he died Aug. 11, aged 67, of myocardial infarction. 


MacInnes, Kenneth, Brooklyn; Long Island College of Medicine, 
Brooklyn, 1922; served on the staffs of the Victory Memorial 
Hospital and Norwegian Lutheran Deaconesses’ Home and Hos- 
pital; died Aug. 11, aged 56, of coronary occlusion. 


MacKay, George Finlay @ Dalton, Mass.; University of the 
City of New York Medical Department, 1894; school physician; 
affiliated with Pittsfield General and Hillcrest hospitals in Pitts- 
field; died Aug. 28, aged 81. 


Maddan, Martin Crowell © Old Town, Maine; Medical School 
of Maine, Portland, 1901; died Aug. 11, aged 82, of uremia and 
arteriosclerosis. 


Manget, James DePass ® Atlanta, Ga.; Atianta College of Physi- 
cians and Surgeons, 1904; at one time on the faculty of his alma 
mater; served during World War I; affiliated with Georgia Bap- 
tist Hospital; died Aug. 16, aged 70, of Hodgkin’s disease. 


Marshall, Harley, Herington, Kan.; Washington University 
School of Medicine, St. Louis, 1909; for many years member 
of the board of education; died in Topeka Aug. 4, aged 70, of 
coronary thrombosis and arteriosclerosis. 


Marvell, Mary Wilbur @ Fall River, Mass.; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1900; formerly a member 
of the board of public welfare; affiliated with Union Hospital; 
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died in Truesdale Hospital Aug. 9, aged 80, of coronary occlu- 
sion, pulmonary infarction, and bronchopneumonia. 


Mathews, Richard Leonard @ Springfield, Tenn.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1907; died in 
Nashville Aug. 16, aged 69. 


Metz, Samuel Franklin ® Thompsontown, Pa.; Jefferson Medical 
College of Philadelphia, 1912; past president of the Juniata 
County Medical Society; president of the Farmers National 
Bank; died in Harrisburg (Pa.) Polyclinic Hospital Aug. 1, aged 
65, of pulmonary and myocardial infarcts. 

Metzen, John Anthony @ Buffalo; University of Buffalo School 
of Medicine, 1913; served during World War I; on the staff of 
Millard Fillmore Hospital; died Aug. 2, aged 61. 


Meyer, Edward Charles © Chicago; Chicago Medical School, 
1929; affiliated with Martha Washington Hospital; died Aug. 20, 
aged 59, of coronary occlusion. 


Meyers, Max Irving ® Columbia, Pa.; Jefferson Medical College 
of Philadelphia, 1929; on the staff of Columbia Hospital; died 
June 17, aged 47, of coronary occlusion. 


Michelson, Rudolph A. @ Baltimore; College of Physicians and 
Surgeons, Baltimore, 1909; instructor in medicine, Johns Hopkins 
University School of Medicine; affiliated with Johns Hopkins, 
Sinai, and Lutheran hospitals; died Aug. 20, aged 66, of pul- 
monary embolism and hypertensive cardiovascular disease. 


Mix, Bronislaus John © Chicago; Loyola University School of 
Medicine, Chicago, 1917; affiliated with St. Mary’s of Nazareth 
Hospital; died Aug. 27, aged 57, of carcinoma of the liver. 


Mocas, Demetrius Papanicolaou, Nashua, N. H.; Boston Univer- 
sity School of Medicine, 1915; died Aug. 29, aged 67, of acute 
myocardial decompensation and cerebral thrombosis. 


Morgan, Ernest Luther, Clyde, N. C.; Johns Hopkins University 
School of Medicine, Baltimore, 1912; died recently, aged 66, 
of coronary occlusion. 


Morrow, John Cunningham, Pittsburgh; Western Pennsylvania 
Medical College, Pittsburgh, 1895; died Aug. 28, aged 88, of 
heart disease. 


Mosley, Robert Arlis ® Victoria, Texas; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1932; died in Baptist 
Memorial Hospital, San Antonio, Aug. 25, aged 46, of injuries 
received in an accidental fall. 


Mount, Hubert Augustus ® Walla Walla, Wash.; Rush Medical 
College, Chicago, 1900; served during World War I; for a term 
member of the state legislature; affiliated with St. Mary’s Hospi- 
tal; died Aug. 18, aged 78, of carcinoma of the prostate. 


Murphy, George Hagen, Monongahela, Pa.; Western Pennsyl- 
vania Medical College, Pittsburgh, 1894; served on the staff of 
Monongahela Memorial Hospital; died Aug. 6, aged 83, of 
arteriosclerotic heart disease. 


Neil, Thomas Franklin, Westwood, N. J.; Jefferson Medical 
College of Philadelphia, 1903; for many years affiliated with 
various Veterans Administration hospitals; member of the 
American Psychiatric Association; served during World War I; 
died in Hackensack (N. J.) Hospital Aug. 13, aged 74, of left 
hemiplegia. 

Nettelroth, Alexander W. © Louisville, Ky.; Louisville (Ky.) 
Medical College, 1898; served during Spanish-American War 
and World War I; died Sept. 26, aged 83, of coronary occlusion. 


Newcomer, Elizabeth Horneman ®@ Denver; Denver and Gross 
College of Medicine, 1907; member of the Radiological Society 
of North America; died in Mercy Hospital Aug. 2, aged 72, 
of myocarditis. 

Niles, Edward Harry ® Danvers, Mass.; Dartmouth Medical 
School, Hanover, N. H., 1891; died Aug. 18, aged 84, of 
coronary occlusion. 

North, Lewis Lyova © Brooklyn; Long Island College of Medi- 
cine, Brooklyn, 1933; died in Williamsburgh General Hospital 
Aug. 22, aged 45, of hypertensive cardiovascular disease. 
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Nutter, Robert Allen, Wheeling, W. Va.; Medical College of 
Virginia, Richmond, 1940; killed instantly Aug. 7, aged 36, ip 
an automobile accident. 


O’Brien, George Gilbert ® Chicago; Colorado School of Megj. 
cine, Boulder, 1897; Northwestern University Medical Schoo] 
Chicago, 1901; an Associate Fellow of the American Medical 
Association; fellow of the American College of Surgeons; 
one time on the faculty of Loyola University School of Megj. 
cine; died in Passavant Memorial Hospital Oct. 3, aged 76, of 
acute coronary thrombosis. 


O’Neil, Charles H. ® Deckerville, Mich.; Detroit College of 
Medicine, 1895; an Asscciate Fellow of the American Med'cq| 
Asscciation; formerly practiced in Flint, where he was a member 
of the board of health and school board and on the staff of the 
Hurley Hospital; died Aug. 7, aged 86. 


Page, John Marshall ® Littleton, N. H.; University of Vermont 
College of Medicine, Burlington, 1893; for many years health 
officer; a director of the Littleton National Bank; past president 
of the Grafton County Medical Society; on the staff of the Little. 
ton Hospital; died Aug. 3, aged 80, of coronary thrombos’s, 


Pankhurst, Charles T., Grand Rapids, Mich.; Western Reserve 
University Medical Department, Cleveland, 1904; past president 
of the Ionia-Montclair Counties Medical Society; formerly on 
the staff of the Ionia County Memorial Hospital in Ionia; died 
in the M. J. Clark Memorial Home Aug. 4, aged 74, of cerebral 
hemorrhage. 


Park, Francis Edwin ® Newton Centre, Mass.; Harvard Medi- 
cal School, Boston, 1894; an Associate Fellow of the American 
Medical Association; died in Chestnut Hill Aug. 4, aged 85, of 
cancer. 

Parrish, Rebecca, Indianapolis; Medical College of Indiana, 
Indianapolis, 1901; formerly a medical missionary in Manila, 
Phillipine Islands, where she was superintendent of the Mary J. 
Jchnston Hospital, which she founded in 1907; died Aug. 22, 
aged 82, of malnutrition and anemia. 


Paulson, Adolph Theodore, Chicago; American College of 
Medicine and Surgery, Chicago, 1905; formerly affiliated with 
Lutheran Deaconess Hospital; died Aug. 28, aged 81, of coro- 
nary occlusion and arteriosclerosis. 


Peffers, Ida Belle, Middlefield, Ohio; Cleveland University of 
Medicine and Surgery, 1895; died Aug. 11, aged 90, of acute 
coronary thrombos’s. 

Pitman, Joseph L., Springfield, Mass.; University of Georgia 
Medical Department, Augusta, 1901; died in Wesson Memorial 
Hospital Aug. 1, aged 76, of pyelonephritis. 

Plehn, Frank Wallace © Westmoreland, N. Y.; University 
Medical College of Kansas City, Mo., 1898; member of the 
Nebraska State Medical Association; died Aug. 24, aged 87, of 
arteriosclerosis and bronchopneumonia. 


Porterfield, William David, Junction City, Ohio; Ohio Medical 
University, Columbus, 1904; president of the Perry Counly 
Medical Association; died Aug. 28, aged 73. 

Prescott, William Ernest ® Birmingham, Ala.; Birmingham 
Medical College, 1900; member of the American Academy of 
General Practice; died Aug. 26, aged 72, of bronchogenic 
carcinoma. 


Rexford, Walton Karthalo ® Detroit; University of Michigaa 
Department of Medicine and Surgery, Ann Arbor, 1908; ass0- 
ciate professor of urology at Wayne University College of Medi 
cine; specialist certified by the American Board of Urology; 
member of the American Urological Asscciation; fellow of the 
American College of Surgeons; served during World War I; 
attending urologist, Children’s Hospital of Michigan; consulting 
urologist, Receiving and Harper hospitals; died Aug. 6, aged 7), 
of cerebral thrombosis. 

Salyer, Charles Edward ® Hannibal, Mo.; Medico-Chirurgical 
College of Kansas City, 1904; died Aug. 26, aged 83, of cerebral 
arteriosclerosis. 

Taylor, Joseph Enoch @ DeLand, Fla.; University of Georg! 
Medical Department, Augusta, 1913; at one time assistant fo 
state health officer of Florida State Board of Health; died © 
cently, aged 65, of coronary occlusion. 
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GOVERNMENT SERVICES 


ARMY 


Five Day Atomic Medicine Course.—The 23rd course in “Medi- 
cal Aspects of Nuclear Energy” will be conducted Nov. 17-21 
at the Army Medical Service Graduate School, Walter Reed 
Army Medical Center, Washington. Designed primarily for medi- 
cal officers of the armed forces on active or inactive status, the 
instruction is also open to officers of other technical services 
and the combat arms, as well as qualified civilian physicians 
and laymen in the fields of civil defense or public health. Appli- 
cations for admission should be submitted to the Office of the 
Surgeon General, Attention: Chief, Personnel Division. Report- 
ing date for the class is Nov. 16. 


Airplane Spraying to Prevent Disease in Korea.—The 37th Pre- 
ventive Medicine Company, attached to the 3rd Infantry Di- 
vision’s Medical Battalion, has been fighting disease with air- 
planes using converted 22% gal. smoke tanks for spraying a 
solution containing 20% DDT over the division sector daily. 
Now every Army division in Korea has at least one airplane 
spraying the soldier-inhabited Korean terrain. Cases of insect- 
borne, rodent-borne, and intestinal diseases have thus almost 
been eliminated in the 3rd division. The only exception is hemor- 
rhagic fever, which is under constant study. The sprayed solu- 
tion of 5% DDT and 95% kerosene clings to foliage, tentage, 
or stagnant pools of water for as long as six or seven months 
if rain does not wash it off. Insects touching this poison die. 


VETERANS ADMINISTRATION 


Residencies Available-—The Veterans Administration Hospital 
at Dayton, Ohio, has residencies available in internal medicine. 
Interested physicians may write to Dr. Marion A. Blankenhorn, 
Director, Department of Internal Medicine, University of Cin- 
cinnati, Ohio. Approved residencies are available at the 
new Veterans Administration Hospital in Omaha, Neb., in in- 
ternal medicine and surgery. Physicians interested should write 
to Dr. J. I. Fitzsimmons, Chief, Professional Services, Veterans 
Administration Hospital, Omaha 5. 

The Veterans Administration Medical Teaching Group, Ken- 
edy Hospital, Memphis, Tenn., has several openings for resi- 
dents in internal medicine. The three year program is fully 
accredited and an active teaching program is offered. M2n and 
women residents are accepted on a quarterly basis in January, 
April, July, and October. Those interested should write to Dr. 
Hugh L. Prather, Veterans Administration Medical Teaching 
Group, Kennedy Hospital, Memphis 15, Tenn. 


New Hospital Managers.—Veterans Administration announces 
the appointment of Dr. Blanton E. Russell, as manager of the 
VA Hospital at Beckley, W. Va., Dr. Lloyd B. Andrew, as man- 
ager of the new VA Hospital at Birmingham, Ala., and Dr. 
William J. McCarty, as manager of the VA Hospital at Van- 
couver, Wash. Dr. Ernest M. Tapp has been appointed to the 
combined position of manager and chief of professional service 
at the general medical and surgical VA Hospital in Poplar Bluff, 
Mo. Dr. Tapp, formerly chief of professional service at the VA 
Hospital in Grand Junction, Colo., succeeds Dr. William J. Mc- 
Carty, who has been named manager of the VA Hospital in 
Vancouver, Wash. Dr. Charles S. Livingston, manager of the 
Veterans Administration Hospital at Outwood, Ky., will be trans- 
ferred to the same position at the VA Hospital at Butler, Pa., 
succeeding Dr. Joseph L. Campbell who is taking an educational 
leave of absence. 


Personal.—Dr. Louis B. Newman, chief, physical medicine and 
rehabilitation service, Veterans Administration Hospital, Hines, 
lll., addressed the U. S. Naval Medical Reserve of Chicago on 
a 23, at the Naval Reserve Armory, on “Rehabilitation of 
the Blind.” 


PUBLIC HEALTH SERVICE 


Internships Available—The Public Health Service announces 
the availability to qualified men and women of 104 one year 
medical internships at nine of its hospitals beginning July 1, 1953. 
Applications will be received and processed in accordance with 
the procedures of the National Interassociation Committee on 
Internships. To be eligible applicants are required to meet the 
qualifications for a commission in the reserve corps of the Public 
Health Service and must also express a willingness to remain 
with the Public Health Service for at least 12 months following 
the internship. Interns in the Public Health Service are commis- 
sioned as assistant surgeons, comparable with second lieutenants 
in the Army. While they receive the pay and allowances of that 
rank, interns are not granted incentive pay. Public Health Service 
hospitals offering intern training are at Baltimore; Boston; 
Norfolk, Va.; New Orleans; San Francisco; Seattle; Galves‘on, 
Texas; Cleveland; and Staten Island, N. Y. Senior medical 
students interested in applying for a Public Health Service intern- 
ship may obtain information by addressing the Chairman of the 
Committee on Residencies and Internships, U. S. Public Health 
Service, Washington, D. C. 


Laboratory Refresher Courses.—Thirteen laboratory refresher 
courses on the serology of syphilis and the laboratory diagnosis 
of venereal disease are to be conducted at the Venereal Dis- 
ease Research Laboratory in Chamblee, Ga., during 1953. The 
courses are open to senior technicians and laboratory directors 
throughout the United States and the territories who are em- 
ployed in the field. The first course will be given Jan. 12-23 on 
the serology of syphilis. 

Applications for these courses must be approved by the state 
health officer or state laboratory director of the region from 
which they are sent and should be addressed to: Director, 
Venereal Disease .Research Laboratory, Division of Venereal 
Disease, Box 185, Chamblee, Ga. 


Appoint Assistant Director of New Clinical Center.—The ap- 
pointment of Dr. James Payson Dixon, health commissioner for 
Philadelphia, as acting assistant director of the Public Health 
Service’s new 500 bed clinical center for research at Bethesda, 
Md., has been announced by the Surgeon General. As a senior 
surgeon in the commissioned corps of the Public Health Service, 
he will have a rank equivalent to that of commander in the Navy. 
Dr. Dixon will assist Dr. John A. Trautman, clinical center di- 
rector. In addition to his duties as health commissioner for Phila- 
delphia, Dr. Dixon has been professor of public health and 
preventive medicine at the University of Pennsylvania School of 
Medicine. He is a diplomate of the American Board of Preventive 
Medicine. 


Venereal Diseases.—A total of 169,000 cases of syphilis were 
reported in the United States in the fiscal year 1952, according 
to the Division of Venereal Disease, Public Health Service. About 
12,000 of this total were cases in the early infectious lesion stage 
of the disease. This year brought the most substantial decline in 
several years of reported cases of congenital syphilis. There was 
a decrease of approximately 28% from the number of congenital 
cases reported in 1951. The number of gonorrhea cases was lower 
in 1952 than in the preceding year, but the trend of gonorrhea 
morbidity has not been as sharply downward as is the case for 
syphilis. There were also 3,800 cases of chancroid, 1,100 cases 
of granuloma inguinale, and 1,200 cases of lymphogranuloma 
venereum reported during the year. 


New Assistant Surgeon General.—The Surgeon General has 
announced the appointment of Dr. David E. Price to the newly 
created post of Assistant Surgeon General. Dr. Price has been 
associate director of the National Institutes of Health for two 
years. In the new assignment, he will assist the Surgeon General 
and the Deputy Surgeon General in the administration of the 
Public Health Service. Dr. Price began his career as a commis- 
sioned officer of the Public Health Service in 1941. He is a 
native ot San Diego, Calif. 
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FOREIGN LETTERS 


LONDON 


Burn Units.—In a recent circular the Ministry of Health asked 
regional hospital boards and boards of governors “to consider, 
as a matter of priority, the establishment of special units for 
the treatment of burns in each hospital region.” It is calculated 
that there are likely to be 17,500 patients with burns or scalds 
requiring admission to hospital in England and Wales in any 
one year, i. e., 1 case per 2,500 population. It is therefore sug- 
gested that in each region there should be, initially, one unit of 
at least 20 to 30 beds. Not less than one-quarter of these beds 
should be in single bed cells and be ventilated as in an ordinary 
isolation hospital cubicle, to prevent infection during the early 
period of treatment. There should be one or more “shock 
rooms” for the treatment during the first 24 to 48 hours of pa- 
tients who have undergone shock and also one, or preferably 
two, rooms for dressing the burns. Adequate ventilation of 
these dressing rooms is essential, by mechanical means designed 
to provide 12 air changes per hour, and the room temperature 
should be thermostatically controlled to 70 to 75 F. Drafts must 
be avoided. The recommended staff is made up of (a) one or 
two part-time surgeons (general, traumatic, or, where appro- 
priate, plastic); (b) one full-time registrar chosen for 6 to 12 
months from the regular staff of the grade in the region; he 
would be relieved or assisted by another staff member in the 
registrar grade attached to the hospital; and (c) one full-time 
house officer. In addition, “full pathological services and a close 
liaison with a plastic unit are required.” As these units are 
recommended not only for the improvement of peacetime 
methods of treatment but also to disseminate knowledge of the 
newer methods of treating burns, especially from the point of 
view of civil defense, it is considered desirable that surgeons 
and registrars enter the units from other hospitals in the region 
for periods of two to three months. The circular concludes with 
a paragraph headed “Finance”: “Boards will need to meet any 
capital costs required this year for establishing burn units from 
the capital sums already allocated to them and any maintenance 
costs this year will need to be met from the funds allocated for 
revenue expenditure.” 


British Experience With Isoniazid——A review of preliminary 
impressions of isoniazid in this country was given at the annual 
meeting of the British Tuberculosis Association at Cambridge 
recently. Dr. Andrew Morland has seen no toxic effects, not 
even insomnia or nervousness, in the 40 to 50 patients whom 
he has treated. Gain in weight has been variable; some gained 
2 stones (12.7 kg.) and others very little. He reported rapid heal- 
ing of tuberculous ulceration of the larynx. His present opinion 
is that isoniazid may be as effective as streptomycin plus 
p-aminosalicylic acid. Dr. C. W. Bartley reported on 67 cases 
treated with isoniazid alone in doses of 5 to 7 mg. per kilogram 
of body weight. Toxicity was negligible, but one patient had con- 
stipation for nine days, and albuminuria developed in two. Sev- 
eral patients had an immediate reaction: pyrexia, increased 
cough, and tightness of the chest for several days, followed by 
improvement. Hemoptysis was a fairly common complication, 
occurring in 13 cases. He recorded several outstanding responses; 
a cavity that had been full for 10 years emptied in 10 days, 
and in a 15-year-old girl two tension cavities closed in a few 
weeks. He considered isoniazid an extremely effective drug 
by itself, but there was strong clinical evidence of resistant 
strains appearing after 8 to 12 weeks. Dr. J. W. Craig’s pre- 
dominant impression after treating 105 cases was the reduction, 
after six weeks, of the total weekly sputum of the group by 12 
pints and the fact that 65 cases became sputum-negative. At 
Guy’s Hospital a trial is being made in advanced bilateral cases 
in which other methods have failed. This has shown a rapid drop 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


in the sputum count, followed by a slow rise; appreciable clip- 
ical improvement in the disease; increased weight; fall jp 
temperature and erythrocyte sedimentation rate; improved ap. 
petite; and resistance to the drug in three cases. Dr. Peter Eq- 
wards reported moderate gain in weight, a sputum conversion 
rate of 69%, and no complications. 


Halsted Centenary.—British medicine paid its tribute to the 
memory of William Stewart Halsted on the occasion of the cen- 
tenary of his birth, at a meeting of the surgery section of the 
Royal Society of Medicine. The speakers included Dr. Alfred 
Blalock, the present occupant of a chair first rendered out- 
standing by Halsted himself, and Dr. S. J. Crowe, the dis- 
tinguished Johns Hopkins’ ctorhinolaryngologist and personal 
friend of Halsted. The former presented the president of the 
Royal College of Surgeons with a copy in oils of the well- 
known Halsted portrait for the college, while Dr. Crowe pre- 
sented a walking stick of Halsted’s to the Royal Society of 
Medicine. The opportunity was also taken to present to Dr, 
Blalock the diploma of honorary fellowship of the Royal 
Society of Medicine to which he had just been elected. 


Poliomyelitis Center——The president of the Royal College of 
Physicians of London has announced that the college has set 
up a committee “to provide those working on the aetiology, epi- 
demiology, prevention, and treatment of poliomyelitis with op- 
portunities for the exchange of information and the discussion 
of common problems; and to make recommendations.” It is 
understood that the committee has aleady met and has recom- 
mended the establishment of a center for the study of this dis- 
ease and that this center should contain a clinical unit of 30 beds, 
In addition to carrying out research, provision is to be made 
for the training of physicians, nurses, and physiotherapists in the 
management of the disease. 


MEXICO 


Studies on Infantile Diarrhea and Enteritis—During the last 20 
years the infantile mortality rate in Mexico has decreased from 
close to 140 per thousand children born alive in 1931 to 95.8 
per thousand in 1950. On the contrary, the birth rate has in- 
creased progressively and in 1950 was 45.5 per thousand 
inhabitants, almost the highest in the world. With these figures 
in mind Olarte and his associates of the Instituto de Salubridad 
y Enfermedades Tropicales carried out studies, which will soon 
be published in the Prensa Médica Mexicana, on the epidemi- 
ology of infantile diarrhea and enteritis in Mexico, specially in 
the federal district. Surprisingly these studies have demonstrated 
that, despite the clear decrease in infant mortality during the 
last 20 years, the mortality owing to diarrhea and enteritis has 
been about the same and is still very high, with a rate of 47 
deaths a year per thousand children less than a year old, a fact 
that implies that these diseases are responsible for a third of all 
deaths in babies. In spite of modern methods of restoring fluids 
and of the use of sulfonamides and antibiotics, diarrhea and 
enteritis are still in first place as a cause of death in infants; it 
must be admitted that these methods of treatment are not used 
systematically everywhere in Mexico. 

After examining 14,000 stool cultures at the Instituto de Salu- 
bridad de Enfermedades Tropicales, the Hospital Infantil, and the 
Fundacién Sanz de Lavin, it was concluded, after repeated stool 
cultures in each child, that 40% of all diarrhea is caused by 
Salmonella and Shigella organisms. The etiology of the other 
60%, generally considered of infectious origin, has not been 
determined definitely, although it has been shown that varieties 
of the coli group are capable of causing enteritis in children. It 
was also demonstrated that 76% of the diarrhea produced by 
Salmonella organisms is due to six types, which in order of 
frequency are: S. typhimurium, S. anatis, and other species 
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(types: Derby, Newport, Muenchen, and Newington). As to the 
Shigella organisms, in 85% of the cases studied they were of 
the Boyd or Flexner groups. 

Salmonella organisms, besides being found frequently in the 
human intestine, have been shown to exist in the intestine and 
other organs of dogs, cats, rats, mice, pigs, horses, cattle, and 
chickens, as others said at the Instituto de Salubridad y Enferme- 
dades Tropicales. Mechanisms of transmission were carefully 
studied by Olarte and his associates. Shigella organisms are trans- 
mitted through the contamination of food with feces of patients 
or carriers, which means that shigellosis is fundamentally a 
problem of personal hygiene. 

Regarding salmonellosis, except for typhoid fever, which has 
a different cause, there are two aspects: transmission from man 
to man, such as that of shigellosis, and transmission from man 
to animals and vice versa. There must be also considered those 
edible animal viscera that are directly contaminated, such as 
liver, and that also are capable of infecting other foods or those 
who handle them. Contaminated foods are, in practice, the most 
important vehicles of salmonellosis in adults as well as in chil- 
dren; this point is well illustrated by the fact that of 520 samples 
of milk from Mexico City in 20 of them Salmonella organisms 
were isolated. In certain typical dishes made with pork meat 
intestinal bacteria were found in 75% of the cases. 

One last conclusion of these studies is that the participation 
of water and flies in the transmission of salmonellosis, which is 
evident, has been somewhat exaggerated. Studies of Watt and 
De Capito and of Hardy and Watt in geographic zones where 
there is control of flies by means of modern insecticides do not 
show diminution of salmonellosis. As for water, Guelin has 
recently proved it to be an adequate medium for the subsistence 
of Salmonella and Shigella organisms. In cases of diarrhea, in 
contrast to typhoid, it would be necessary for these organisms 
to be ingested in quantities of a magnitude that can not be 
produced in water in order for them to be infective. As a vehicle 
for Shigella and Salmonella organisms, water would be limited 
to those cases of massive fecal contamination. 


NORWAY 


Lessons from Poliomyelitis Epidemics—In the summer and 
autumn of 1950 an epidemic of poliomyelitis attacked an area 
in the north of Norway with a population of about 105,000. 
The two hospitals serving this area admitted 185 definitely 
paralytic patients and 50 cases of “serous” meningitis without 
paresis. The youngest patient, who died when only 10 days old, 
was admitted to hospital with his mother who was suffering from 
nonparalytic serous meningitis. The severity of the disease rose 
with the patients’ age, the mortality being 9% for patients under 
the age of 10 years, while it was 26% for those over 30. 
Altogether, there were 29 deaths, and among the 156 survivors 
there were only 6 who became permanent invalids. Commenting 
on the lessons to be drawn from this epidemic, Dr. Henrik F. 
Lange, Dr. Paul E. Paulsen, and Dr. Jorgen H. Vogt pointed out 
in the organ of the Norwegian Medical Association, Tidsskrift 
for den norske ligeforening for Aug. 1, 1952, that the main 
object of a respirator or an iron lung is to ease matters for the 
dying patient. They observed that among the 30 patients with 
severe paralyses there were 28 deaths, while the 2 surviving 
patients became complete invalids. To be sure, five of the patients 
who died had no chance to receive treatment in a respirator. On 
the other hand, all the patients for whom the indication for 
respirator treatment was only relative made a recovery without 
any respirator. With so little permanent benefit to be expected 
from a respirator, serious risks should not be taken by ambulance 
airplanes called to bring patients to a respirator. Another im- 
portant lesson was learned from the help given by a visiting 
specialist, a neurologist who taught physicians, nurses, and ex- 
Perts in gymnastics how to treat each patient according to his 
or her special needs. Much was done to prevent permanent 
deformities. The Norwegian National Association Against 
Poliomyelitis cooperated with a national association of gymnasts 
i securing the services of seven specialists in gymnastics who 
Worked overtime in restoring the patients to health. The associ- 
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ation recommends that the country should be provided with a 
corps of specially trained nurses and gymnasts who could be 
sent to any part of Norway that is involved in an epidemic of 
poliomyelitis. 

An epidemic of poliomyelitis in Oslo in 1951 is the subject 
of another report, this time by Prof. Peter M. Holst who is in 
charge of the City Fever Hospital at Ullevaal. His comments on 
the value of respirators are far from flattering to them. Over a 
period of several years he has treated 141 patients in respirators 
with a mortality of over 85%. Many of the survivors were severe- 
ly and permanently crippled. But in one case, that of a physician 
on the Ullevaal staff, complete recovery was effected owing to 
the use of a respirator and the infinite care taken by laryn- 
gologists to tide him over the critical stage. “It is these rare but 
good results which of course oblige us to continue this treat- 
ment.” But elsewhere Professor Holst implies that a respirator 
merely prolongs the agony. As for the different types of respira- 
tors now on the market, he considers the best to be one devised 
in Sweden by an ex-respirator patient, an engineer, Freiberger. 
On the problem of poliomyelitis as a whole, Professor Holst 
relies on immunization, artificial or natural. As long as effective 
artificial immunization is lacking, natural immunization must 
be accepted. “Only after we have had a sufficient number of 
cases of serous meningitis and silent infections can we hope to 
escape the lethal and crippling forms of the disease. So with a 
certain reservation I would maintain that the more poliomyelitis 
the better.” 


SPAIN 


Gastroduodenal Ulcer Disease.—Dr.L. F. Pallardo, of the Faculty 
of Medicine in Madrid, with his co-workers G. Gomez Lobo and 
M. Garcia Gil, has studied in detail the case histories of 617 Span- 
iards with gastroduodenal ulcer disease. The authors recognized 
three groups of ulcer diseases, one with gastric localization, an- 
other with duodenal, and the third consisting of “ulcerous disease 
without ulcer” (according to the terminology of Morawitz). This 
last type is similar in its clinical behavior to duodenal ulcer and 
represented 12% of the cases. Gastric ulcer was found in 41.4% 
and was most frequent in the pyloric region; duodenal ulcer oc- 
curred in 58.6%. More than one ulcer was found in 1.1%. Of 
the patients, 72.8% were men. As regards occupations, a greater 
relative frequency was found among the employees of hotels and 
inns. Family history of ulcer was present in 22.7%, more com- 
monly among the patients with diagnosis of ulcerous disease 
without ulcer. Pain was more frequent in duodenal ulcers and 
ulcerous disease without ulcer than in gastric ulcers. In 52% of 
the cases the pain exhibited a typical rhythm; in 19% it was 
irregular. The first was commoner in duodenal ulcer and in ulcer- 
ous disease without ulcer than in gastric ulcer. Pain was relieved 
with food in 72.9% and with alkalis in 86.7%. A seasonal rhythm 
was noted in 53.4%, although that considered typical (spring and 
autumn) was not verified in more than 28.9%. The sensation of 
hunger was increased when the localization was duodenal. Of the 
patients, 28.2% complained of a coated tongue and a bad taste 
in the mouth. Nausea occurred in 35.6% and vomiting in 45.2%; 
these were commoner in duodenal than in gastric ulcer uncompli- 
cated with pyloric stenosis. Intestinal evacuation was normal in 
43% of the cases; there was constipation in 41.1%, especially in 
duodenal ulcer and ulcerous disease without ulcer. Neurocircu- 
latory asthenia was present in 18.1%, occurring least often in 
gastric ulcer. Loss of weight (52.1%) was much commoner in 
gastric ulcer, especially when pyloric stenosis was present. The 
disease predominated in the longilinear types, and autonomic 
instability was found in 65.5% of the patients with duodenal 
ulcer and in 73.7% of those with ulcerous disease without ulcer. 
Muscular defense (12.9%) was attributable to perigastritis or 
periduodenitis. Gastric gurgling was commoner than pyloric 
stenosis; for this reason the authors attribute the sign, in some 
cases, to gastric hypotonia. Radiological examination indicated 
tone is diminished more commonly in gastric ulcer, while it seems 
relatively increased in duodenal ulcer and ulcerous disease with- 
out ulcer; hyperperistalsis was the most frequent characteristic 
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(39.4%), especially in duodenal ulcers and ulcerous disease with- 
out ulcer. A niche was demonstrated in all cases, except the 69 
diagnosed as ulcerous disease wi:hout ulcer, and was localized, as 
regards the stomach, in the pylorus and prepyloric region in a 
larger proportion (55.9%) than in the lesser curvature (36.5%), 
the greater curvature (3.5%), or elsewhere; in cases of duodenal 
ulcers, the niche was found oftenest in the lesser curvature 
(63.5%) and on the posterior face (30.2%). Cessation of gastric 
peristalsis at a fixed level was found in 20.7%, and a spasm was 
found in the greater curvature of the stomach in 25.1% of the 
gastric ulcers. There was a selective pain almost constantly (82% 
of the time) in all the ulcers, and gastric deformities occurred 
with a frequency of 19.9% among ulcers of the stomach. Among 
the cases of duodenal ulcer disease the image of a duodenal 
pseudodiverticulum was seen in 41.7%; signs of periduodenitis 
existed in 15.9% of the duodenal ulcers; and signs of duodenal 
stenosis were verified in only 2.8%. An increase in gastric con- 
tents while fasting was noted in 54.1%; in 12% (especially in the 
cases of gastric ulcers) “micro-fragments” were observed, and in 
28.7% the presence of occult hemorrhages was shown. By means 
of Ehrmann’s alcchol test meal an excess of free hydrochloric 
acid was proved in 49.4% of the cases taken together; by com- 
pariscn, hypochlorhydria and achlorhydria predominated (28% 
in all) in the gastric localizations. Blood tests showed scarcely 
anything of note. The erythrocyte sedimentation rate was normal 
in 74.2% of the cases, and increases in the rate, commoner in 
gastric ulcers, could be attributed in many cases to a possible 
malignant development of the process. Among the complications 
were gastroduodenal hemorrhages, single and profuse in 25.1% 
of the total and repeated in 15.1%. Pyloric stenosis was shown 
in 34.3% of the gastric ulcers. Of the patients with a diagnosis of 
ulcerous disease with gastric lesions, carcinoma developed in 
14.9% sooner or later. It was not possible to report reliable data 
concerning perforation. Latent liver disease was diagnosed in 
17.6% of the cases; among the 26 patients with pyloroduodenal 
ulcer, in whom a section of the liver taken at operation was ex- 
amined histologically, pathological characteristics were observed 
in 24 (92.54%); in 4 cases (15.39%) the signs were those charac- 
teristic of a true cirrhosis of the liver. Gastroscopy was consid- 
ered useful only in cases diagnosed as without ulcer and in the 
detection of malignancy. 


Sphenoid Sinus Chronology.—Professor Maranon, in collabora- 
tion with Dr. Galvez, has compared the clinical condition with 
the radiological findings in some 8,000 radiographs of the skull 
taken in persons who were healthy or affected with simple head- 
ache and in patients with known endocrine disturbances and with 
neuroses and psychoses of various categories. The development 
of the frontal sinus is a good clinical indicator of the functional 
activity of the growth hormone of the hypophysis. When this 
hormone is produced in excess, the whole skeleton grows in- 
tensely and all the cranial sinuses develop beyond the normal. 
When the increase of the growth hormone takes place after 
puberty, acromegaly is produced. This deformity affects, par- 
ticularly, the skull, the increase in the size of the frontal sinuses 
being outstanding. The relation between the hypophyseal hyper- 
function and the size of the frontal sinuses is usually so exact that 
the degree of enlargement may serve as a fairly accurate index of 
the intensity of the hyperpituitarism. When hypopituitarism ap- 
pears before puberty, the deficiency of the growth hormone is 
shown not only by smallness of stature but also by insufficient 
development of the frontal sinus, which is completely lacking in 
serious cases. 

Up to now, less importance has been attached to the sphenoid 
sinus than to the frontal sinus. In an attempt to define the diag- 
nostic value of sphenoid sinus development, Marafion and Galvez 
studied it in 365 normal children of both sexes and in a much 
larger number of children with various pathological disturbances. 
They found that the dimensions and shape of the sphenoid sinus 
are subject to wide individual variations—less, however, than 
those in the frontal sinus. They traced the development of the 
sphenoid sinus through measurements of tracings of all the radio- 
graphic images obtained. They found it invariably makes its first 
appearance in a patient at 3 to 3% years of age as a small vesicle 
with indistinct walls and limits, localized well anterior to the 
sella turcica. The later growth of the sinus is uniform both in 
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shape and size until the age of 8. At that age, the outline of the 
sinus is quite evident, with well-defined walls, coinciding with 
the resorption of the spongy tissue. The posterior limit of the 
sinus cavity is quite close to the anterior contour of the sell, 
turcica. After eight years, the sinus continues developing in size 
and shape but with greater individual variation than previously, 
Sometimes it remains anterior to the sella turcica, and at othe 
times it extends below the sella turcica. At 16 years the posterior 
limit is already fixed, reaching the plane of the posterior wall of 
the sella turcica. Normally, the sphenoid sinus does not increase 
in size after that age. 

In hypophyseal insufficiency, either congenital or appearing in 
the first years, a delay of variable intensity is observed in the 
development of the sphenoid sinus. In other types disturbances 
of embryological growth, such as achondroplasia, the massive 
sphenoid is also frequently found. In delays in development con. 
nected with disturbances not directly hypophyseal (for example, 
rickets and other deficiency states), the development of the sphe. 
noid sinus is that corresponding to the age. 

The extent of delayed development of the sphenoid sinus 
usually parallels the degree of hypophyseal-hypothal!amic insuf. 
ficiency and is, therefore, one of the indexes of hypophyseal hypo. 
function. The delay in the child’s skull development calculated by 
comparison of a cranial radiograph with the authors’ scheme ex. 
presses, in number of years, the extent of the retardation in gen. 
eral development. This calculation corresponds quite closely with 
that obtained by a comparison of the radiographs of the wrist or 
knee of the patient with the classic schemes of cartilage growth 
development and the epiphyseal points of ossification of the 
peripheral skeleton. In nonhypophyseal myxedema, retardation 
of the peripheral skeleton (wrist—knee) is usually more intense 
than that of the sphenoid sinus. In mongolism the delay in the 
development of the sphenoid sinus does not usually correspond 
with the general severity of the mongoloid process. 

The delay in the development of the sphenoid sinus is not 
exactly parallel with the delay in the development of other 
sinuses. There may be serious delays in the sphenoid sinus with 
moderate delays of the frontal sinus or with normal frontal 
sinuses. More frequently there may be evident delay of the sphe- 
noid sinus simultaneously with a pronounced mastoid pneu- 
matizaticn. Delayed development of the sphenoid sinus is fre- 
quently accompanied by other cranial anomalies, such as vari- 
ations in the size and shape of the sella turcica or even with 
craniopharyngiomas or with internal hydrocephalus. Widening of 
the sphenoid-occipital synchondrosis is also frequently observed. 
In congenital or pathological hypophyseal hyperfunction (acro- 
megaly), the sphenoid sinus develops intensively at the same time 
as the other cranial sinuses. 


SWEDEN 


Epilepsy as Obstacle to Marriage——Hitherto epilepsy has been 
classed among the diseases legally contraindicating marriage in 
Sweden. But of late the wisdom of this prohibition has been 
seriously challenged, and early in 1952 the authorities requested 
an expert opinion on the matter from the Swedish Medical So- 
ciety. This body consulted its sections of neurology and psychiatry 
and recommended the immediate abolition of the present law on 
the subject. In a memorandum on it, attention was drawn to the 
work of Dr. C. H. Alstrém whose study of epilepsy in its clinical, 
social, and genetic aspects was published in 1950 as “Supplement 
63” to Acta psychiatrica et neurologica. It is pointed out in the 
memorandum that, when epilepsy is complicated by dementia 
or some other serious mental disease, these complications art 
enough in themselves to warrant the invocation of the present 
law. Recent research into the relationship of epilepsy to heredity 
was quoted in the memorandum as indicating that the grounds on 
which the marriage of epilepsy victims is forbidden by law havé 
been insufficiently investigated. At the present time epilepsy 
no longer regarded as a disease sui generis but rather as a mafl- 
festation of a great number of different morbid conditions in the 
brain or elsewhere, dependent only to a slight extent on the la¥s 
of heredity. Hence, the law, as it stands today, lacks eugeni¢ 
justification. 
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CORRESPONDENCE 


NUTRIENT DEFICIENCIES IN LOW-SALT DIETS 


To the Editor:—The warning of the Council on Foods and Nutri- 
tion (J. A. M. A. 14931317 [Aug. 2] 1952) against possible nutri- 
ent deficiencies was evidently intended to apply only to artificially 
processed commercial articles offered for approval, but care- 
jess reading may give an impression of such dangers in low- 
salt diets in general. Actually, the warning was thus extended 
by a speaker before the American Chemical Society in Atlantic 
City on Sept. 19 and was given publicity in the daily press. 
However technically correct these statements may be, the effect 
among average physicians is to magnify the difficulties of this 
diet and to increase the confusion concerning salt restriction, 
which is either too lax on the one hand or too risky or onerous 
on the other hand. I have even seen a panel of experts unable 
to meet a challenge put to them by Dr. Kempner to show a 
diet as low in sodium as the rice diet. Three points should be 
clarified. 

1. Most hypertensive patients can do well on ordinary mixed 
diets, with strict exclusion of added sodium and simple precau- 
tions against salt content of a few natural foods and some drink- 
ing waters. The salt ingestion can be checked by simple urinary 
chloride analyses. 

2. The stricter salt exclusion needed in severe or refractory 
cases was provided by the “thrice boiling” of vegetables and 
meats described in my book on hypertension (1925). Patients 
following such a diet for years have never shown the slightest 
signs of vitamin or other deficiency. The only chemical evidence 
available to me was the satisfactory reduction of chlorides, but 
Dr. George Ornstein (J. M. Soc. New Jersey 48:145-149, 1951) 
has shown by direct sodium analyses that the sodium content of 
such diets with liberal protein can be lower than that of the rice 
diet. | am permitted to refer to a further discovery that Dr. 
Ornstein will report soon, namely, the attainment of similar 
minimal sodium values in foods (including meats and boiled 
eggs) by soaking in distilled or other water with low sodium 
content at room or icebox temperature, with no risk to flavor 
or nutrition. 

3. Simplicity, convenience, adequacy, appetizing flavoring, 
and nondependence on artificial foods should be emphasized, in 
order that the diet not be onerous for the many patients who 
must follow it indefinitely. Discontinuance of the diet in cases 
in which hypertension appears to be refractory after a few weeks 
or months is advised only by authorities who have never kept 
a single patient on such a diet for many years. I have mentioned 
elsewhere (Nutrition Abst. & Rev. 7:257-261, 1949) the ex- 
perience that initially “refractory” patients as a rule show arrest 
or gradual improvement instead of the usual complications and 
progressiveness. Finally, animal experiments are furnishing more 
and more incontrovertible proof of the role of salt in hyper- 
tension. 

FREDERICK M. ALLEN, M.D. 
1031 Fifth Ave., New York 28. 


HOSPITAL CONSTRUCTION WITH- 
OUT FEDERAL FUNDS 


To the Editor:—In these days of widespread dependence on 
federal funds for hospital construction and other purposes, it is 
noteworthy to record an example of a community that had the 
will and the self-reliance to construct a hospital wing without 
any federal aid. Misericordia Hospital in Milwaukee recently 
Opened a new seven story wing built entirely from funds raised 
by its sisters, the staff, and private contributors. 

At the time the new hospital wing was planned, the Hill- 
Burton funds were being spread about the state of Wisconsin as 
slsewhere in the country. The bureaucrats in Washington or 
Madison decided the north side of Milwaukee had adequate 
hospital facilities, and so the Hill-Burton funds were assigned 
only to the south side of Milwaukee. This excluded Misericordia 
Hospital; however, the Sister Superior was emphatic in stating 
that if the funds had been made available to her she would not 


have accepted them because of governmental red tape and inter- 
ference in the planning of her own hospital. She felt that she 
knew better the needs of the hospital and those of the community 
than did some bureaucrat from Washington. In addition, the 
Hill-Burton funds would be allocated on the premise that 40 of 
the 75 projected beds would be allocated for chronic invalid 
care. Milwaukee was and still is in extreme need of beds for 
acutely ill surgical patients. Other factors that determined the 
Mother Superior’s decision were the complicated governmental 
percentage formulas for allocating money to segments of the 
new wing, such as the kitchen or laundry. These allotments 
would hinge almost entirely on whether new equipment was to 
be installed or whether the new department would be partly 
serviced with old equipment. 

The sisters carefully saved about $400,000 and borrowed an 
equal amount. A quiet unpublicized drive among some of the 
businesses and industries here in Milwaukee, together with the 
personal contributions of the staff of about 70 physicians, ac- 
ccunted for the $100,000 gift to the hospital. The new wing is 
complete in every detail just as the Mother Superior and the 
staff want it. No bureaucrat has determined where our x-ray 
department or our diet kitchen should be or how it should be 
equipped. We are indeed proud of our splendid addition to the 
hospital. At a civic banquet celebrating the opening of the new 
hospital wing we have reemphasized this theme of private 
enterprise. 

RoserT F. M.D. 
W. Wells and N. 27 Streets 
Milwaukee 8. 


FUNCTIONAL HEART DISEASE 


To the Editor:—1 would like to comment on the paper entitled 
“The Frequency of Functional Heart Disturbances” by Arthur 
M. Master (J. A. M. A. 150:195 [Sept. 20] 1952). I feel that the 
term functional in relation to heart disease should be used only 
in classifying the functional capacity of the diseased heart in 
performing work, as is currently done. We ought not employ the 
term also to denote the various subjective and objective disturb- 
ances of the heart or in the region of the heart in the presence 
or absence of structural disease of that organ. Such usage will 
not add to an understanding of the basic causes of such dis- 
turbances. 

It should be understood that underlying causes of such disturb- 
ances in the absence of structural heart disease are various con- 
stitutional abnormalities or diseases. They include among many 
other conditions reflex disturbances from diseased structures or 
organs adjacent to or remote from the heart; toxic states such 
as thyrotoxicosis and others; the various blood dyscrasias; endo- 
crine imbalance; and the vast group of psychosomatic abnor- 
malities that affect the heart and other organs. We must there- 
fore not narrow the conditions down to the heart by including 
all these factors under one term, even though the heart symp- 
toms may first bring the patient to the attention of the physician. 
In many of these cases, for instance, in certain forms of psy- 
choneurosis, there are no actual subjective or objective disturb- 
ances of the heart except the fear on the part of the patient 
that heart disease may be present. Likewise, in many cases of 
hypertension there may be no disturbances of the heart for 
many years, and we certainly cannot consider hypertension per 
se as a functional disturbance of the heart. 

With the exception of the title, Master’s contribution, how- 
ever, is of value in showing the relative frequency of nonorganic 
heart disturbances and organic heart disease in patients with 
complaints referable to the heart. His observation that about 
38% of patients coming to his office with cardiac complaints have 
no organic heart disease agrees closely with the statements of 
other authors, and the percentage is approximately the same 
as I find in my practice. 

Louis H. SIGLER, M.D. 
255 Eastern Parkway, Brooklyn 16. 
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BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Animal Experimentation: Application of Impounding Law to 
Humane Society.—This was an action by the regents of the Uni- 
versity of Wisconsin for a declaratory judgment as to the con- 
stitutionality of a statute relating to unclaimed or unredeemed 
dogs. From a judgment in favor of the plaintiff, the defendants 
appealed to the Supreme Court of Wisconsin. 


Section 174.13(2) of the 1949 statutes directs that “any humane 
officer, constable, village marshal, city police officer, or per- 
son or organization who by virtue of deputized authority or 
contact with a municipality has custody of an unclaimed or un- 
redeemed live dog, as defined in section 174.10, shall dispose 
of the same to the University of Wisconsin (and other identified 
educational institutions) upon requisition thereof by such insti- 
tution.” The University of Wisconsin made requisition in the 
prescribed form on the defendant Dane County Humane Society 
for unclaimed live dogs in its possession, and the society refused 
to surrender the animals and instructed its humane officer like- 
wise to refuse. The regents of the university thereupon began 
this action for a declaratory judgment praying that the Court 
declare that section 174.13(2) is applicable to the defendants and 
requires them to turn over to the plaintiff such unclaimed and 
unredeemed live dogs on requisition. The defendants admitted 
the refusal to honor the plaintiff's requisition and alleged that 
the statute is not applicable to them and is unconstitutional and 
void because it deprives the defendants of their property without 
due process of law and without compensation. 


The defendants first contended that the statutory definition of 
unclaimed or unredeemed dogs is so vague and uncertain as to 
be meaningless. We do not find it so, said the Supreme Court. 
Dogs that have been properly picked up because they were un- 
licensed, or were committing acts or occupying places forbidden 
to dogs by the statute, and have thus come into the custody of 
humane or police officers and have not been claimed or re- 
deemed by their owners after the notice prescribed by the statute 
has been given and the period of grace has expired—such dogs, 
it appears to us, are those defined and referred to. We do not 
see how there can be difficulty in determining which of the dogs 
in custody fill the statutory description and we hold that there 
is no invalidity to the statute on account of uncertainty. 


The defendant society next argued that it is a wholly private 
organization, and its agent a private person, and that neither 
of them have a contract or deputized authority from any munic- 
ipal body to catch dogs and, therefore, the statute does not apply 
to them. We can well say, said the Supreme Court, that the 
society does not appear to be an organization having deputized 
authority or contract with a municipality by virtue of which it 
has custody of unclaimed or unredeemed live dogs and, there- 
fore, in 1950 it had no absolute duty to deliver them on requisi- 
tion to the university. A 1951 amendment, however, takes in 
any humane society. It is not limited, as is section 174.13(2), 
to those having contract or deputized authority. Though the 
society lacks such authority the amendment commands it to 
conform to section 174.13(2) under penalty. It does not require 
serious argument to establish that the capture and impounding 
of stray dogs and the disposition of them is a proper exercise 
of the police power of the state. As such, the state may impose 
the rules and the conditions under which the power is exercised. 
We have not found any law, however, the Court continued, that 
confers a property right in such a dog in the person or society 
reducing the dog to custody. Without a property right in the dog 
there is no property right to dispose of it. The humane society 
might seize such dogs and impound them but such statutory 
permission gave no perpetual, inalienable right to the society to 
determine how and when the disposition shall be made. The pre- 
eminent authority over the unclaimed dogs is in the state and we 
consider it is well within the legislative power to take for public 
purposes the animals that no one owns, or at least that the owner 


does not claim or redeem. When the state does so the custodian 
who has the animal pursuant to the authority conferred on jt 
by statute is not aggrieved. The custodian who had no property 
in the dog is deprived of none and is not protected by the 14th 
Amendment in the retention of what does not belong to him 
nor does the Wisconsin constitution require compensation to the 
custodian when the state asserts its claim to the property that 
the custodian does not own. 


In summary, said the Supreme Court, we conclude that sec. 
tion 174.13(2) is applicable to defendants by virtue of the 195) 
amendment; that the statute is not void for uncertainty; and 
that it is a constitutional exercise of legislative power. Accord- 
ingly, the Court held that the humane society was bound to 
surrender impounded dogs to the university on proper requi- 
sition. Regents of University of Wisconsin v. Dane County 
Humane Society, 51 N.W. (2d) 56 (Wisconsin, 1952). 


Workmen’s Compensation Acts: Employees Suit for Malpractice 
by Physician.—The plaintiff sued the defendant chiropractors for 
damages alleged to have resulted from their negligent acts. From 
a judgment for the plaintiff, the defendants appealed to the dis. 
trict court of appeal, first district, division 1, California. 


The plaintiff was a practical nurse employed by the Shane 
Diagnostic Foundation, a partnership engaged in the practice of 
chiropractic. While the plaintiff was giving therapy to a patient in 
the course and scope of her duties, the patient started to roll off 
the treatment table. The plaintiff, who was standing on the op- 
posite side of the table from which the patient was falling, 
grabbed the patient in order to break the fall. The patient grabbed 
the plaintiff by her hands and the lower part of her arms, and 
thus the patient was eased to the floor. The plaintiff was pulled 
across the table with a “terrific yank” to her shoulder. No injury 
to her neck was then received, according to the plaintiff. A short 
time after this accident, the plaintiff began to suffer pain in her 
right arm and shoulder, and her head began to ache. The acci- 
dent happened on Dec. 8, and during the next few days the 
plaintiff received a number of “Palmer adjustments” and palpa- 
tion, together with two “quick cervicals”—a twisting and jerking 
of the head in the effort to try and snap in anything out of place. 
These various treatments were given by the defendant chiro- 
practors. During this period no x-ray or fluoroscopic examina- 
tion was made. On Dec. 15, the plaintiff's condition had become 
worse and the pain became so severe that she consulted a regular 
physician and surgeon. He took x-rays, which disclosed a partial 
dislocation of the fourth cervical vertebra. She was subsequently 
treated by other physicians, and the court held that the evidence 
was sufficient to authorize the jury to find that there was no 
causal connection between the occupational injury and the sub- 
sequent dislocation from which she suffered. 


The plaintiff applied for and received an award of compen- 
sation from the Industrial Accident Commission. The commis- 
sion found that, on Dec. 8, the plaintiff sustained injury arising 
out of and occurring in the course of her employment “con- 
sisting of a cervical strain” and that such injury had caused 
temporary total disability from Dec. 12, 1947, to Jan. 11, 1949, 
and an appropriate reward was made for that period and there- 
after “until the termination of disability.” In the malpractice 
action that the plaintiff filed, the basic argument of the defendant 
was that the commission had exclusive jurisdiction over all in- 
juries incurred by the plaintiff and that its decision is res judicata 
on the issue in this civil action. The question involved can be 
stated as follows, said the court: Where an employee of 4 
physician is injured in the course and scope of the employment, 
and the insured employer treats the industrial injury, and does 
so negligently, proximately causing a new and further injury and 
disability, may the employee sue the employer physician for 
malpractice, or has the commission exclusive jurisdiction? 


There can be no doubt, said the court, that so far as the 
original injury of Dec. 8 is concerned, the employer being 10- 
sured, the remedy before the commission is “the exclusive 
remedy against the employer for the injury.” It is also true that 
the finding of the commission that the plaintiff suffered an injury 
on Dec. 8, compensable under the Workmen’s Compensation 
Act is res judicata on that issue as against the employer. Thus, 
it is clear that where an employee is injured in an industrial 
accident, and this original injury is aggravated by the negligence 
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of the attending physician, and the employee seeks recovery for 
the original injury and for the aggravation from his employer 
or from his insurance carrier, the Industrial Accident Commis- 
sion has exclusive jurisdiction to determine this claim against the 
employer or his carrier. It seems equally clear, the court con- 
tinued, that when an employee is injured in an industrial acci- 
dent, and the attending physician retained by the insurance car- 
rier is negligent and causes a new injury, the employee may 
not only sue the employer before the commission but may also 
sue the physician for malpractice. The commission has no juris- 
diction of that action against the physician. This result is reached 
on the theory that a physician in such cases is a “person other 
than the employer” within the meaning of the Labor Code. 


The defendants claim, however, that the rule that the em- 
ployee injured in an industrial accident can sue the attending 
physician for malpractice only applies when the physician is 
a third person and has no application where the attending phy- 
sician is also the employer. There seems to be no authority 
directly in point on this question, said the court of appeals, but 
on principle and logic it would seem that it should make no 
difference to the liability of the physician for malpractice whether 
the attending physician is the employer or an insurance phy- 
sician. The defendants say that such a result can be reached only 
on the theory that Dr. Shane had a dual legal personality— 
that is, Dr. Shane the employer, and Dr. Shane the physician— 
and they contend that the law frowns on the creation of such 
dual legal personalities. It is true, said the court, that the law 
is opposed to the creation of a dual personality, where to do so 
is unrealistic and purely legalistic. But where, as here, it is per- 
fectly apparent that the person involved—Dr. Shane—bore to- 
wards his employee two relationships—that of employer and 
that of physician—there should be no hesitancy in recognizing 
this fact as a fact. Such a conclusion, in this case, is in precise 
accord with the facts and is realistic and not legalistic. We con- 
clude, therefore, said the court, that an employee injured in an 
industrial accident may sue the attending physician for mal- 
practice if a new injury is caused by the physician’s negligence, 
and that such right exists whether the attending physician is the 
insurance physician or the employer. Accordingly the judgment 
in favor of the plaintiff was affirmed. Duprey v. Shane, et al., 
238 P. (2d) 1071 (California 1951). 


MEDICAL MOTION PICTURES 


Stress Incontinence: 16 mm., color, silent, showing time 28 minutes. 
Prepared by Thomas L. Ball, M.D., New York Hospital and Cornell 
Medical College. Produced in 1952 by Martin Haggett, Inc., New York, 
for and procurable on loan from Charles Pfizer and Company, Inc., 
Brooklyn. 


This picture shows the results of work done in a special clinic 
in the department of obstetrics and gynecology of the New 
York Hospital and Cornell Medical College to study the etiology 
and surgical cure of urinary stress incontinence. A composite 
operation that has given a gratifying percentage of cures among 
previous Operative failures and a variety of other difficult com- 
plications of the condition is described. The surgical approach 
to the problem is both vaginal and abdominal from the space 
of Retzius. To demonstrate some unfamiliar landmarks a tech- 
nique of using line drawings and captions appearing in sequence 
8 utilized to acquaint the observer with the phases of the opera- 
tion before each step is performed in the operating room. 


The vaginal phase shows the approach to the urethra and 
bladder neck through an anterior colpotomy with extensive 
dissection. They are freely mobilized on each side by in- 
setting and rotating the index fingers in the lateral recesses of 
the space of Retzius. The bladder neck is then plicated to raise 
iis base before closing the anterior vaginal wall. The reasons 
why a simple vaginal plastic and plication may not cure the re- 
current and difficult cases is explained. The abdominal phase 
hows the approach to the space of Retzius through a low 
Piannenstiel incision. The author’s method of plicdting the 
bladder neck anteriorly by three on-end mattress sutures is 
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demonstrated. While not part of the operation, a cystotomy is 
done in order to show the very effective reduction in caliber of 
the bladder neck by this new technique and the anterior approach 
for the cure of incontinence. The justification of this procedure 
might be questioned by some surgeons. A cystopexy is per- 
formed by suturing the urethra and bladder neck to the peri- 
osteum of the symphysis. 

The various steps of the operation are easily seen. Bleeding 
is held to a minimum. One cannot but feel that the diagrammatic 
drawings interspersed in the picture are not up to the standard 
of the rest of the material. Nevertheless, they depict the steps 
of the operation clearly enough so that the viewer is oriented 
for the next step of the operation shown. 

The advantage might have been taken by the operators in 
demonstrating the position of the neck of the bladder before 
inserting the plicating stitches by putting a mushroom catheter 
into the bladder before commencing the operation. A smaller 
needle and stitches not quite so deep in the bladder wall would 
have answered the purpose of the operator without the risk of 
unduly traumatizing the bladder itself. 


The Pfannenstiel incision used in the exposure in the ab- 
dominal part of the operation is not necessary for this purpose 
as mentioned by the author, and most surgeons would probably 
prefer the midline incision. Additional assistance in locating the 
urethra and elevating it could also have been attained by using 
a retention catheter. The attachment of the bladder to the 
posterior surface of the symphysis by only two sutures of 0 
chromic catgut might be questioned by some, and, as a sub- 
stitute, the use of periurethral connective tissue to suspend the 
urethra to the posterior surface of the symphysis as done by 
Marchetti would seem to be more secure and more desirable. 

It should also be stressed, as mentioned by the authors, that 
these operations are not indicated as a primary treatment for 
urinary incontinence in women until the simpler procedures 
such as the Kelly plastic have been tried and found incompetent 
to cure the condition. 


In general, it is very good and is surgically sound. With the 
exception of the above criticisms, the technique is good and the 
surgical procedure is acceptable. The film would be of most 
interest to gynecologists, genitourinary surgeons, and general 
surgeons who have gynecologic and genitourinary surgery as an 
important part of their surgical practice. It would be suitable 
for students to establish the principles of the management of 
these common kinds of dysfunction of this type. The film should 
be shown to graduate students and residents who are anticipating 
handling of such cases when they finish their medical training. 
It is believed by some that the suturing of the bladder neck 
suprapubically to the periosteum of the symphysis may result 
in periosteitis pubis in a certain percentage of cases and also 
in urinary dysfunction in some cases. The color photography is 
well done. 


NEW FILM ADDED TO A. M. A. LIBRARY 


You Can Be Safe from X-Rays: 16 mm., black and white, sound, show- 
ing time 10 minutes. Produced in 1952 by the Communicable Disease 
Center, Atlanta. Procurable on loan (service charge $1.00) from Com- 
mittee on Medical Motion Pictures, American Medical Association, 535 
N. Dearborn St., Chicago 10. 


This cartoon style filmograph has as its “hero” Ike Isodope, an 
x-ray technician. The importance of self-protection for workers 
in the x-ray field is dramatized as Ike performs his daily work in 
a hazardous as well as approved manner. Illuminated zones of 
primary and secondary radiation are correlated with various po- 
sitions of duty around an x-ray machine. Specific exposure tol- 
erances are given as well as some of the untoward effects of 
unnecessary radiation. All of the setting is centered about a 
photofluorographic chest machine. 


The photography is excellent, and the cartoon style of presen- 
tation is very effective. The sound on the print screened was not 
consistently of best quality. This is a scientifically accurate sup- 
plemental teaching aid, which, while designed primarily and 
highly recommended for x-ray technicians, would also be of 
value for medical, nursing, and, to a lesser extent, dental 
students. 
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*Corticotropin (ACTH) Therapy of In‘tial Attacks of Acute Rheumatic 
Fever in Children. V. C. Kelley.—p. 151. 

Lack of Effect of Supplementary Vitamin Biz Administered to Premature 
Infants. L. Finberg and B. F. Chow.—p. 165. 

Four Siblings with Hepatic Disease Leading to Cirrhosis. F. H. Adams, 
R. C. Anderson and L. F. Richdorf.—p. 168. 

*Hepatic Dysfunction in Infectious Mononucleosis in Children. D. Yi-Yung 
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Studies on Cystic Fibrosis of Pancreas. Role of Various Diluents and 
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Trypsin. D. E. Johnstone.—p. 191. 

*Seasonal Incidence of Patent Ductus Arteriosus and Maternal Rubella. 
D. D. Rutstein, R. J. Nickerson and F. P. Heald.—p. 199. 

Further Electroencephaiographic Studies in Sickle Cell Anemia. F. S. 
Hill and B. C. Davis.—p. 214. 


Corticotropin in Initial Attacks of Rheumatic Fever.—Cortico- 
tropin (ACTH) was given to 18 children between the ages of 
3% and 15 years with initial, acute attacks of rheumatic fever. 
Treatment was instituted as soon as possible after the diagnosis 
was established. The total daily dose of corticotropin was ad- 
ministered intramuscularly to 15 of these patients in four divided 
doses at six hour intervals. The initial daily dose of from 25 to 
100 mg. was continued until the serum mucoprotein level had 
decreased, and in certain cases until the erythrocyte sedimen- 
tation rate had been less than 20 mm. per hour for several days. 
If the daily dose was greater than 40 mg., it was decreased 20 
mg. at a time to 40 mg. per day. Then the dose was reduced 
by 10 mg. decreases until no more was given. The total amount 
of corticotropin used per patient varied from 450 to 6,170 mg., 
with an average of 2,155 mg. The total dose in terms of milli- 
grams per pound (0.5 kg.) of body weight of the patient ranged 
from 8.6 to 89.4, with a mean of 31.5. The total duration of 
treatment ranged from 19 to 115 days, with an average of 462 
days. Patients whose initial daily dose was more than 1 mg. per 
pound showed a more satisfactory response to therapy than those 
whose initial daily dose was less than 1 mg. per pound. The 
total dose of corticotropin required was, on the average, only 
1,924 mg. for patients in the first group as compared to 2,858 
mg. for the second group; and only 33.6 mg. per pound as com- 
pared to 38.6 mg. per pound. Duration of treatment in the two 
groups was 38 days as compared to 60 days. The conclusion is 
drawn that the initial daily dose of corticotropin should be be- 
tween 1 and 2 mg. per pound and that doses either too high 
or too low are wasteful of corticotropin and of hospital days. 
Only 3 of the 18 children were given corticotropin by slow 
intravenous infusion (25 mg. of the drug in 500 cc. of 5% dex- 
trose in water over a period of 12 hours during each day), so 
that the data on intravenous therapy are insufficient to warrant 
any conclusion. The advantage of requiring less corticotropin 
is probably more than offset in the treatment of children by the 
difficulties of administering the drug intravenously. Symptoms 
of acute rheumatic fever responded dramatically to corticotropin 
therapy. The follow-up of the patients was short, ranging from 
1 to 11 months. Of the 18 patients, 13 had no residual evidence 
of cardiac involvement and 5 had grade 1 mitral systolic mur- 
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murs. The low incidence of evidence of residual cardiac damage 
in this series suggests that corticotropin should be used early jn 
acute rheumatic fever. 


Hepatic Dysfunction in Infectious Mononucleosis.—In 26 of 6) 
children admitted to the Children’s Medical Center in Boston 
with the presumptive diagnosis of infectious mononucleosis, the 
diagnosis was proved by a heterophil titer of 1:56 or higher, 
In these 26 patients laboratory tests showed evidence of jm. 
paired liver function. Five of the remaining 36 had a high hetero. 
phil titer and clinical evidence of infectious mononucleosis byt 
no evidence of liver dysfunction. In 31 the presumptive diagnosis 
of infectious mononucleosis was subsequently discarded, because 
the results of heterophil tests and hematological studies were 
negative and because the clinical course was considered incom. 
patible with a diagnosis of infectious mononucleosis. Results of 
liver function tests in these 31 patients were all normal. Thus 
26 (84%) of 31 patients with a high heterophil titer showed 
impaired liver function, while all the patients who were admitted 
with the presumptive diagnosis of infectious mononucleosis but 
who subsequently proved not to have the disease had normal 
results of liver function tests. It is suggested that liver function 
tests should be employed as an addition to the diagnostic methods 
used for infectious mononucleosis in children. In view of the 
persistence of thymol and cephalin-cholesterol flocculation in 
4 of 12 children with infectious mononucleosis followed for 
seven months to two and a half years after the disease, and in 
view of the pathological similarity between infectious mono- 
nucleosis and infectious hepatitis, it would appear advisable, at 
least for the present, to treat such children as if they had diffuse 
hepatitis, with specific emphasis on longer bed rest, reduced 
physical activity after ambulation, and high calory and high vita- 
min diets. 
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*Rep!acing Stomach After Total Gastrectomy with Right Ileocolon. A. J. 
Hunnicutt.—p. 1. 

Evaluation of Treatment of Hyperthyroidism with Radioiodine. R. R 
Miller, M. E. Dailey and H. J. McCorkle.—p. 12. 
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Surgical Care of Neurologically Defective Infant. J. Martin.—p. 150. 
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Replacing Stomach with Right Heocolon After Total Gastrec- 
tomy.—In seven cases the stomach was replaced by the right 
ileocolon following total gastrectomy. Replacement of th 
stomach with the terminal ileum and right colon appears 1 
offer several advantages: 1. The ileocecal valve prevents ' 
gurgitation into the esophagus. 2. The transplaced right colon 
will accept an average-sized meal. 3. The right colon apparently 
is not sensitive to ingested food. 4. Interposing the ileocolon 
between the esophagus and the duodenum with the resultant 
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admixture of mucus to ingested food prevents or decreases 
adverse effects on the jejunum. After it is determined that total 
gastrectomy is indicated and feasible, the terminal ileum and 
right colon are mobilized as if for right colon resection, The 
terminal ileum is transected about 4 in. (10 cm.) from the 
ileccecal junction. The right colon is transected at or near the 
hepatic flexure. The mesentery of the right colon and terminal 
ileum, containing the ileccolic and right colic vessels, is then 
dissected proximally to the junction of these vessels with the 
supericr mesenteric vessels. The mesentery of the hepatic fl2xure 
and proximal transverse colon should be mobilized to the 
superior mesenter:c vessels. The continuity of the bowel is re- 
stored by an ilectransverse colostomy, anterior to the isolated 
right ileccolic mesentery. The right ileccclon and its mesentery 
when rctated superiorly then lie over the pancreas. After removal 
of the stomach, an end-to-end anastomosis is then performed 
between the esophagus and the terminal 4 in. cf the ileum and 
between the transected hepatic colon and duodenum (or jejunum, 
as in case 1). The spleen was removed in all cases except one. 
The author feels that time will have to tell whether the ad- 
vantages of the operation will outweigh the extensiveness of the 
surgery. 


Arterial Ligations in Advanced Portal Cirrhosis —This paper 
gives an account of 12 cases of portal cirrhosis treated by hepatic, 
splenic, and left gastric arterial ligations when there was no 
response to medical management. Poor liver function is not in 
itself a contra:ndication to such ligations. The only deterrents 
other than acute intercurrent infection are active persistent 
hemerrhage, progressive jaundice, severe hypertension, and 
cardiac decompensation. Important points in the preoperative 
preparations are provision of the remaining liver cells w-th 
prctein, glucose, vitamin K, and oxygen; protection of the liver 
cell against bacterial growth with antibictics; supplying the body 
with the products of liver synthes’s that the diseased organ has 
been unable to produce, including blood cells, b!ood proteins, 
iron, and vitamins, especially B, C, and K; restriction of fats 
and sodium; and avoidance of drugs that cannot be properly 
detcxified, particularly barbiturates. The diet should be low in 
sodium because of kidney involvement. The technique of the 
cperation is described and illustrated. After the operation, if 
parenteral administration of fluids is necessary, 5% dextrose in 
distilled water is given. Treatment with penicillin, streptomycin, 
and vitamin K is continued. A diet high in vitamins, carbo- 
hydrates and prote:ns and low in fat is given, and vitam:ns and 
liver extract are administered. Cation-anion resins are used to 
aid in sodium elimination by the gastrointestinal tract until the 
kidneys begin to excrete normal amounts of this cation. Pctas- 
sium chloride is given because it is excreted in large amounts by 
the kidneys in cirrhosis. Dextrose given intravenously is usually 
supplemented by plasma and whole blood, particularly plasma, 
because the serum albumin level becomes very low. The cir- 
culatory system must not be overloaded with fluid because of 
cliguria. Three of the 12 patients died within the first week after 
operation and two o‘hers within a year; however, these patients 
were all in a hopeless condition, with a life expectancy of a few 
menths at most. Perhaps operation before the advanced state 
may yield better results. Ligation of the hepatic, splenic, and 
left gastric arteries in patients with advanced portal cirrhosis 
alleviates many cf the serious complications and aids hepatic 
vascular compensaiton. 


Valvulotomy in Mitral Stenosis ——Gerbode and associates feel 
that, of the various techniques used for mitral valvulotomy, 
finger fracture, as advocated by Harken and others, is probably 
the best method. The authors have used this method in 44 cases 
with 5 deaths. Fourteen of these patients have been followed for 
more than four months after operation. Nine of these have had 
marked improvement in their physical status, two have had only 
mederate improvement, and three have shown slight or no 
improvement. Twelve patients have been studied with cardiac 
catheterization before and at various intervals after operation. 
From these data the following conclusions are drawn: Two 
patients showed no improvement and 10 patients showed 
moderate to striking degrees of improvement in cardiac function, 
as indicated by increases in cardiac output at rest and with 
exercise, and by decreases in pulmonary artery and right ventricu- 
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lar diastolic pressures. Three patients with severe pulmonary 
hypertension and some right ventricular failure showed striking 
improvement. The physiological improvement is sustained and is 
often progressive. Patients with mitral stenosis with little or no 
regurgitation who are experiencing increasing disability from 
their disease should be considered for operation. The mere diag- 
nesis of mitral stenosis is insufficient reason for operation, since 
many of these patients do well on a proper medical regimen. Con- 
traindications to operation are uncontrollable cardiac failure, 
mcderate to severe m tral regurgitation, involvement of other 
valves, enlargement of the left ventricle, active rheumatic dis- 
ease, and endccarditis. Aur:cular fibrillation and slight mitral 
regurgitation are not contraindications. Patients whose intake of 
salt and fluid has been markedly restricted and who have rece.ved 
mercurial diuretics should probably be allowed a more liberal 
salt intake for several days before operation. 
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Oxytocic and Toxic Actions of Dihydroergotamine-45. S. G. Altman, R. 
Waltman, S. Lubin and S. R. M. Reynolds.—p. 101. 

Fetal and Neonatai Results in Breech Presentat on in Primiparous Pa- 
tent at Term. W. Pomerance and I. Daichman.—p. 110. 

*Sudden Maternal Death Associated with Amniotic Fluid Embolism. H. M. 
Sluder and F. R. Lock.—p. 118. 

Prophylaxis of Postpartum Urinary Retention: Preliminary Report. A. 
R. Fleming.—p. 124. 

Menstrual Arrhythmias: Oral Estrogen and Progesterone Therapy. W. 
Bickers.—p. 148. 

Antepartum Dicumarol Therapy. R. V. Mansell.—p. 155. 

Roentgenographic D‘agnosis of Endometritis Hyperplastica Ovarialis. S. 
diPalma and S. L. Beranbaum.—p. 162. 

Recent Advance in Estrogenic Therapy. II. W. J. Reich, M. J. Nechtow, 
A. M. Kurzon and M. W. Rubenstein.—p. 174. 

Dangers of Improper Vag'nal Douching. D. V. Hurst.—p. 179. 


Do Amniotic Emboli Cause Sudden Death?—An amnictic em- 
bolus or emboli was described as a cause of sudden death intra 
partum in 1941, which no treatment could prevent. Since that 
date a total of 25 cases have come to the author's attention. He 
has never been convinced that amniotic emboli occur, that the 
amniotic emboli were the cause of the fatal outcomes, or that 
other factors did not cause the deaths attributed to the amniotic 
emboli. He stresses that 7 of the 25 patients had internal dis- 
eases; 5 had hemorrhage during or after delivery; and 8 had 
rupture of the uterus. In the five remaining cases there was in- 
suffic:ent evidence to either deny or affirm that the fatality was 
caused by an amniotic embolus. The author does not believe 
the microscopic findings reported in the 25 cases are perti- 
nent, pointing cut that during pregnancy the capillaries all over 
the body as well as in the lungs undergo changes that cause 
a disturbance in the exchange of fluids. The blood remains 10 
times as long in the capillaries of the pregnant woman as in 
the capillaries of the nonpregnant woman. The endothelium of 
the capillary wall shows greater permeability during pregnancy. 
As a result, exudation or diapedesis is likely to occur. This 
explains in a large part the postmortem findings in the lungs. 
Various decidual and placental cells may appear in the lung 
capillaries without doing any damage. The author did not feel 
that the fact that injection of concentrated meconium into the 
veins of a rabbit was reported to produce emboli in the lungs 
was proof of the toxicity of the amniotic fluid and meconium. 
There is a difference between the amniotic fluid, which tends to 


’ flow downward, and a concentrated meconium substance that 


has been shot under pressure directly into the vein. Tunis con- 
cludes that the chief dangers in obstetrics are still shock, hemor- 
rhage, and rupture of the uterus. 
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Maternal Death and Amniotic Embolism.—Sluder and Lock feel 
that, since the detection of amniotic fluid in the pulmonary ves- 
sels of patients who died suddenly during labor was reported by 
Steiner and Lushbaugh in 1941, amniotic fluid embolism has 
been observed in a sufficient number of patients to establish this 
condition as a cause of sudden death during labor or in the early 
puerperium. The true incidence is difficult to determine. Steiner 
and Lushbaugh originally estimated it to be one in 8,000 con- 
finements, but other reports suggest a lower or a higher incidence. 
Sluder and Lock in North Carolina found four proved cases of 
amniotic fluid embolism in reviewing 1,000 consecutive maternal 
deaths. These four cases are described. They say that amniotic 
fluid embolism usually cccurs in older patients who have borne 
two or more children. The prenatal course is usually uncompli- 
cated, but pregnancy has continued beyond term and the fetus 
is larger than average. Labor is often characterized by strong or 
tetanic uterine contractions. The initial symptoms and signs of 
amniotic fluid embolism are usually restlessness and chilly sen- 
sations. Vomiting is not uncommon. Unlike venous thrombotic 
embclism, pain in the chest is a rare complaint. Dyspnea and 
cyanosis become apparent, and the patient appears to be in shock, 
with lowered blood pressure and a rapid, weak pulse. Death usu- 
ally follows in minutes or hours. At autopsy uterine tears or an 
abnormal placental site is often demonstrated. The diagnosis is 
made by the demonstration of amnictic fluid contents and meco- 
nium in the smaller pulmonary vessels and in the vessels of other 
organs. The pathogenesis of this disease is not clearly understood, 
but the anaphylactoid theory appears to be the most likely ex- 
planation. Since the disease has never been recognized prior to 
death, no specific treatment has been tried. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
68:1-170 (July) 1952 


Roentgenography of Cancer of Breast: Classified Pathological Basis for 
Roentgenologic Criteria. J. Gershon-Cohen and H. Ingelby.—p. 1. 

Gastric Diveriicula: Report of 31 Cases. R. W. Eells and W. A. Simril. 
—p. 8. 

Emphysematous Gastritis. G. W. Henry.—p. 15. 

Gas in Lesser Sac in Perforated Peptic Ulcer. C. V. Cimmino and 
D. M. Sholes Jr.—p. 19. 

*Double Colon: Differentiation of Cases into Two Groups, with Case 
Report. B. R. Van Zwalenburg.—p. 22. : 

*Sickle Cell Anemia. B. Ehrenpreis and H. N. Schwinger.—p. 28. 

Union of Metatarsal Epiphyses. H. Flecker.—p. 37. 

Few Indications for Roentgen Therapy in Ophthalmology. A. Frances- 
chetti, R. Sarasin and C. Balavoine.—p. 38. 

Intracavitary Radium Technique in Treatment of Cancer of Cervix Uteri. 
J. A. Corscaden and R. A. Butz.—p. 47. 

Role of Interstitial Radium Therapy in Treatment of Cancer of Cervix 
Uteri. G. W. Waterman and S. I. Raphael.—p. 58. 

Role of Roentgen Therapy in Treatment of Cancer of Cervix Uteri. 
J. A. del Regato.—p. 63. 

Treatment of Carcinoma of Cervix Uteri: Isodose Surfaces in Cases 
Treated with Parametrial Needles and Intracervical Tandem. R. L. 
Nichols and J. W. J. Carpender.—p. 72. 

Carcinoma of Tongue: Study of Cases Treated at the University Hos- 
pitals, Iowa City, Iowa, Between the Years 1930 and 1944. H. B. 
Elkins.—p. 81. 

Comparative Effects of Cobalt 60 and Radium When Implanted Inter- 
stitially in Skin of Rabbits. I. Meschan, A. Nettleship and E. Kerekes. 
—p. 89. 

Acceleration of Delayed Excretory Urograms: Influence of Ingested Ice 
Water on Kidney Function. F. A. Herzan and F. W. O’Brien.—p. 104. 

Technique for Arthrography of Hip. A. Kenin and J. Levine.—p. 107. 


Double Colon.—Reduplication of the distal small intestine, of 
the entire colon, and of the bladder and urethra is reported in 
a 55-year-old woman with rectal bleeding of three weeks’ dura- 
tion. Barium filling of one of the patient’s two colons demon- 
strated a polypoid lesion within its descending portion. The 
polyp was removed locally without resection of the bowel. In 
only 6 of the 28 cases described in the literature as double colon 
were the urethra and bladder also reduplicated. The author’s 
case is the seventh to follow a particular pattern different from 
that of the other 22 cases, suggesting that the group as a whole 
does not have a common embryologic basis but should be di- 
vided into two separate entities that differ structurally, embryo- 
logically, and clinically. The two segments of bowel in the larger 
group are considered to be diverticulums derived from an already 
developed hind gut. They lie within the mesentery of the colon 
dorsal to the true colon, and may produce abdominal symptoms 
by their size, by causing volvulus, or by ulceration and perfora- 
tion. The author’s case and the six similar cases listed in the litera- 
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ture comprise a different structural group and probably have g 
different mechanism of development. They fill the requirements 
for origin by early duplication of the hind gut anlage in that all 
of the structures derived from the hind gut distal to the most 
cephalad point of duplication are in duplicate, including the 
bladder and the urethra. There are no clinical symptoms in these 
cases, unless there are secondary anomalies such as imperforate 
anus or imperfect development of the partition between rectum 
and bladder. In the author’s case, the bleeding for which the 
patient sought consultation was due to a polyp and was not re- 
lated to the anomaly. 


Sickle Cell Anemia.—Roentgenographic examinations were con- 
ducted on 33 male and 39 female patients between the ages of 
18 months and 40 years, with clinically active and proved sickle 
cell anemia. Of the 72 patients, 70 were full-blooded Negroes, 
while 1 was a Puerto Rican and 1 a Haitian, both with known 
Negro grandfathers. Results of the examinations suggested that 
sickle cell anemia can be suspected when the chest roentgeno- 
gram of a young Negro reveals generalized cardiac enlargement, 
If associated changes in the osseous structures are manifest, 
the diagnosis can be made more readily. Conversely, if gen- 
eralized cardiac enlargement is observed in a teleroentgenogram 
of a young person, the race should be determined and, if Negro, 
a tentative diagnosis of sickle cell anemia may be offered. Of 
the 70 patients in whom chest roentgenograms were made, 
cardiac enlargement was the commonest finding, being present 
in 64 (91.4%). Osseous manifestations were present in about 
75% of the cases; these, in general, were not specific. Spleno- 
megaly was present in 17 (24.6%) of 69 patients whose abdomen 
was examined, including those in the first and second decades, 
Amorphous splenic calcifications were demonstrated in seven 
patients (10.1%). The observed vertebral changes, i. e., loss of 
normal height, alteration of the height-width ratio, biconcave 
deformity, and a spotty sclerosis of the bodies of the vertebrae, 
are considered specific, particularly when the age of the patient 
is considered. Since chest roentgenograms are becoming almost 
routine in all examinations and hospital admissions, it is par- 
ticularly important that the radiologist be alert to the presence 
of sickle cell anemia and its minimal roentgenographic changes, 


Annals Otol., Rhin. and Laryngology, St. Louis 


61:317-622 (June) 1952. Partial Index 


*Influence of Airplane Noise on Auditory Thresholds. B. H. Senturia. 
—p. 331. 

Further Clinical Investigation on Effect of Dramamine upon Cochlear 
Function. J. Winston and J. Sataloff.—p. 350. 

Studies on Otic Labyrinth. A. C. Hilding.—p. 354. 

Venous Extension of Mixed Salivary Gland Tumor: Case Report. C. C. 
Cody IIl.—p. 384. 

Lingual Thyroid: with Report of Case. H. J. Dietrich and L. A. Schall. 
—p. 395. 

*lodism. T. M. Irwin.—p. 408. 

Head and Face Pain of Sinus Origin. H. Owens.—p. 435. 

Head and Face Pain Due to Autonomic Dysfunction. N. F. Goltz. 
—p. 441. 

Hematoma of Larynx from External Trauma. F. J. Putney.—p. 452. 

Removal of Petrous Bone from Cranial Base of Macro- and Microscopic 
Investigation: Historical and Technical Considerations. G. Kelemen. 
—p. 457. 

Suprahyoid Approach to Surgical Lesions at Base of Tongue. C. D. 
Blassingame.—p. 483. 

Rhinolith: Report of Two Cases. O. E. Van Alyea and C. D. Makart. 
—p. 490. 

Use of Cortisone and Corticotropin in Field of Otorhinology and Laryn- 
gology. H. L. Williams.—p. 497. 

Influence of Chemotherapeutic and Antibiotic Drugs on Incidence and 
Course of Deep Neck Infections. A. L. Beck.—p. 515. 

Cartilage Homografts in Rhinoplasty: Critical Evaluation. S. Saiinger. 
—p. 533. 

Surgical Treatment of Chronic Frontal Sinusitis. G. L. Boyden.—p. 558. 

Recurrent Laryngeal Nerve Paralysis: Revised Conception Based on 
Dissection of 100 Cadavers. L. F. Morrison.—p. 567. 


Influence of Airplane Noise on Auditory Thresholds.—In order 
to obtain information regarding the duration of hearing impail- 
ment that occurs as a result of exposure to airplane noise, studies 
were made on 100 students who had passed their Army physical 
examinations and had records of 20/20 hearing for whispered 
voice. It was demonstrated that a large percentage of men in 
pilot training have temporary hearing losses following exposure 
to aircraft noise. These temporary losses tend to involve the 


frequencies 1,024 to 5,792 cps. In the more vulnerable 2,896 to 
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5,792 cps region, recovery of hearing losses is delayed. The 
conclusion was reached that hearing losses incurred during 
primary, basic, or advanced pilot training are, on the whole, 
temporary losses that are completely recovered following 24 
hours of freedom from exposure to aircraft noise. 


lodism.—After commenting on the therapeutic use of iodine and 
its effect on various body tissues, Irwin points out that iodized 
oils are especially useful as contrast mediums in roentgeno- 
graphic localization bronchial and pulmonary lesions, in gyne- 
cology, and in diagnosing tumors of the spinal cord. Various 
vegetable oils are used, and according to the method of iodina- 
tion, the oil may contain iodine alone, or iodine and chlorine. 
Several water-soluble organic iodine compounds are now avail- 
able for intravenous urography and for ureteral retrograde 
pyelography. These compounds may also be used for arteriog- 
raphy, venography, and angiocardiography. Ordinarily iodides 
are not toxic. Some patients, however, have an idiosyncrasy to 
them that results in iodism. The author reviews the literature on 
this condition following bronchography and other diagnostic 
measures, and also in association with iodine therapy. He reports 
on an extremely severe and eventually fatal case of iodism, in 
which chloriodized peanut oil (iodochlorol®) had been used for 
bronchoscopic examination. The case illustrates most of the 
complications likely to occur, including edema of the glottis, 
iododerma, and glomerulonephritis. Prior to the instillation of 
iodochlorol® the patient had had glomerulonephritis and mild 
urticaria. The iodism that ensued caused an exacerbation of the 
existing diffuse renal disease. In a previously unreported case 
in which latent nephritis was known to exist, the administration 
of an iodinated compound for contrast study of the gallbladder 
was followed by acute renal failure and death. Iodinated com- 
pounds may be contraindicated in the presence of latent nephritis. 


Gastroenterology, Baltimore 
21:331-482 (July) 1952 


Nocturnal Gastric Contents in Duodenal Ulcer and Non-Ulcer Dyspepsia: 
Studies of Volume, Acidity and Peptic Activity. G. M. Brown, E. C. R. 
Purchase and T. J. Bresnahan.—p. 331. 

Effect of Banthine on Gastric Secretion in Man. E. Levin, J. B. Kirsner 
and W. L. Palmer.—p. 339. 

Gastro-Pleural Fistula: Review of Literature with Report of Case Due to 
Reticulosarcoma of Stomach. J. W. Laws.—p. 351. 

‘Cortisone, ACTH and Antibiotics in Fulminant Hepatitis. H. Ducci and 
R. Katz.—p. 357. : 

Patterns of Collateral Circulation in Portal System Following Extra- 
hepatic Inflammatory Processes. A. Y. Wilcox Jr., E. G. Bovill and 
R. G, Olivettii—p. 375. 

Inadvertent Gastro-lleostomy. B. Sherwin and A. A. Messe.—p. 382. 

Evaluation of Complement Fixation Test in Amebiasis. E. Buchman, 
H. J. Kullman and G. F. Margonis.—p. 391. 

Shay Rat as Assay Animal for Anti-Ulcer Factors: I. Yield and Effect of 
Crude and Purified Urinary Extracts from Normal and Abnormal 
Individuals. H. L. Segal, L. M. Haroutunian and J. J. Morton.—p. 400. 

Id.: IL. Effect of Enterogastrone and Miscellaneous Non-Specific Factors. 
L. M. Haroutunian, H. L. Segal and J. J. Morton.—p. 411. 

Simplified Duodenal Intubation with New Polyethylene Tube. M. J. 
Matzner, H. Zarowitz, P. Wedeen and G. C. Cohn.—p. 419. 

New Method of Abdominal Paracentesis. G. J. Bronfin, J. B. Liebler and 
H. M. Katz.—p. 426. 


Fulminant Hepatitis—Three youths, aged 20, 16, and 18, were 
treated for fulminant hepatitis with high doses of cortisone com- 
bined with aureomycin and/or terramycin. The first patient re- 
ceived a total dose of 3,525 mg. of cortisone, 2,150 mg. intra- 
muscularly and 1,375 mg. orally, over a period of 17 days, and 
the second patient was given a total dose of 3,800 mg. of corti- 
sone, 3,275 mg. intramuscularly and 525 mg. orally, and 100 
mg. of corticotropin (ACTH) intravenously over a period of 
nine days. These two patients who had all the clinical and labora- 
tory features of acute hepatitis responded dramatically to treat- 
ment after having been comatose for more than 48 hours. Liver 
biopsy confirmed the diagnosis in both. Clinical and laboratory 
findings returned to normal, including microscopic findings in 
4 second liver biopsy specimen. The third patient in whom the 
diagnosis of fulminant hepatitis was confirmed by postmortem 
‘xamination was too ill when the same type of treatment was in- 
stituted and died one hour after the first dose of cortisone had 
been given. A characteristic feature observed in all three patients 
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was the considerable diminution or disappearance of alpha and 
beta globulins in the electrophoretic pattern during the height 
of the disease, with gradual return to normal in the two patients 
who recovered. Three additional patients, one 50-year-old woman 
with subacute hepatitis, one 61-year-old man with posthepatitis 
cirrhosis, and one 54-year-old man with a more chronic form 
of hepatitis, Marchand’s nodular hyperplasia and a complicating 
severe biliary disease, died in spite of the same treatment. These 
clinical forms of prolonged disease probably represent an en- 
tirely different problem from the therapeutic point of view, and 
it is logical to assume that irreversible changes have already 
occurred. It is hard at present to explain the dramatically bene- 
ficial results of the combined treatment with cortisone and anti- 
biotics in the two recovered patients with fulminant hepatitis. 
It is possible that cortisone inhibits the inflammatory reaction in 
the liver, providing better conditions for the reparative process 
to develop. Increased appetite cannot be considered as the cause 
of recovery as definite improvement appeared before these 
patients could take any food. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


6:29-154 (July) 1952 


Treatment of Ulcerative Colitis. C. H. Brown and G. Crile Jr.—p. 35. 

Poison Liquor!! I. L. Bennett Jr.—p. 43. 

Treatment of Hay Fever in Children. B. Ratner.—p. 47. 

Modern Concepts of Shock and Its Treatment. J. V. Warren.—p. 51. 

Diagnosis and Treatment of Anemias. M. M. Wintrobe.—p. 59. 

Practical Therapeutics. Headaches: Their Analysis and Treatment J. J. 
Curry and B. I. Shnider.—p. 67. 


6:27-150 (Aug.) 1952 
Contact Dermatitis of Hands. G. L. Waldbott.—p. 32. 
Genesis of Fetal Abnormalities. S$. Behrman.—p. 41. 
Treatment of Trichomonas Vaginitis. S. H. Kleegman.—p. 49. 
Accidental Poisonings in Children. J. P. Price.—p. 53. 
Acute Arterial Occlusion. J. E. Estes.—p. 61. 
Management of the Jaundiced Patient. I. B- Brick.—p. 71. 


Journal Clin. Endocrin. & Metab., Springfield, Il. 
12:763-984 (July) 1952 


Use of Intravenous ACTH: Study in Quantitative Adrenocortical Stimu- 
lation. A. E. Renold, D. Jenkins, P. H. Forsham and G. W. Thorn. 
—p. 763. 

Studies of Electrolyte Metabolism in 2 Patients with Pituitary Insuffi- 
ciency. C. Waterhouse, E. H. Keutmann and L. D. Fenninger.—p. 798. 

Neurogenic Hypernatremia and Hyperchloremia. I. S$. Cooper and P. H. 
Crevier.—p. 821. 

Neutral Steroid Excretion by Normal and by Schizophrenic Men. A. 
Mittelman, L. P. Romanoff, G. Pincus and H. Hoagland.—p. 831. 
Therapeutic Studies in Hyperthyroidism: Methimazole. H. H. Stone, D. 

W. Petit and P. Starr.—p. 841. 

*Menstrual Pattern in Thyroid Disease. R. E. Goldsmith, S. H. Sturgis, 
J. Lerman and J. B. Stanbury.—p. 846. 

Nature of Serum Iodine After Large Doses of I, J. Robbins, J. E. 
Rall, D. V. Becker and R. W. Rawson.—p. 856. 

Pheochromocytoma and Adrenal Cortical Adenoma: Report of Case 
with Both Tumors and Discussion of Their Relation. O. Cope, J. P. 
Labbe, J. W. Raker and E. F. Bland.—p. 875. 

Administration of Purified Growth Hormone to a Female with Hypo- 
adrenalism, Hypothyroidism, Diabetes Mellitus, and Secondary Am- 
enorrhea, Simulating Panhypopituitarism. K. R. Crispell and W. Par- 
son.—p. 881. 

Pregnanediol Excretion in Masculinizing Syndrome. R. H. Fischer and 
Cc. L. Riley.—p. 890. 

Malignant Melanoma in a Patient with Ovarian Agenesis: Case Report 
of Prolonged Survival. J. E. Levi and E. F. Lewison.—p. 901. 


The Menstrual Pattern in Thyroid Disease.—It has been recog- 
nized that diseases of the thyroid in the premenopausal woman 
often are associated with menstrual abnormalities. Premenopau- 
sal women attending the thyroid clinic of the Massachusetts Gen- 
eral Hospital over a 12-month period who had clinical and 
laboratory evidence of hyperthyroidism or of myxedema were 
studied. Thyroid status was established by the usual procedures, 
including determination of serum-precipitable iodine and the 
thyroidal accumulation of I'*1, The dates of menstruation for 
the preceding several months were ascertained, and each patient 
kept a chart on which she listed the dates on which subsequent 
flows started and stopped, the presence or absence of cramps, 
and the daily morning basal body temperature. Before therapy 


) 
7 
RS 
| 
4 
4 oe 
f 
e 
n 
t 
= 
’ 
J 
i 
n 
n 
e 
It 
st 
a, 
- 
ic 
n. 
t. 
vn 
th 
[- 
> 
il 
d 
in 
re 
= 
0 


1148 MEDICAL LITERATURE ABSTRACTS 


for the thyroid disease was begun, a urine specimen was obtained 
for pregnanediol assay, and, when indicated, for measurement of 
gonadctropins; one or more endometrial biopsy specimens were 
also obtained. A total of 18 patients with thyrotox:cosis and 10 
patients with myxedema were studied. Only 1 of the 18 patients 
with hyperthyroidism had a normal menstrual flow, but she had 
been receiving antithyroid treatment when first stud:ed. Of the 
remaining 17, 14 had a moderate to marked decrease in the 
amcunt of flow and 3 had amenorrhea. Of the 15 patients with 
cyclc bleeding, 13 apparently had a flow from a secretory endo- 
metrium, although 2 of these showed an inadequate corpus 
luteum effect, and one had an anovulatory cycle in one of two 
periods. Another patient had a flow from a proliferative endo- 
metrium. Menstrual periods became normal w:thin three months 
for 14 of the 16 thyrotoxic patients with follow-up data, and all 
14 became euthyroid during therapy for thyrotoxicosis. Seven 
of 10 premenopausal women with myxedema demonstrated ovul- 
atory failure and an eighth showed an inadequate corpus luteum 
effect on the endometrium. The remaining two patients had nor- 
mal ovulation and normal menses. The menstrual cycle became 
normal for all following therapy with des-ccated thyroid. The 
abncrmalities were considered a result of inadequate luteinizing 
hormone production or effectiveness. 


Journal of Clinical Investigation, Cincinnati 


31:677-750 (July) 1952 


Lipoprotein Patterns of Serum Obtained by Zone Electrophoresis. H. G. 
Kunkel and R. J. Slater.—p. 677. 

Studies on Initiation of Blood Coagulation: III. Clotting Properties of 
Canine Platelet-Free Plasma. R. C. Hartmann and C. L. Conley. 
—p. 685. 

Effect of Benemid (p-[di-n-Propylsulfamyl]-Benzoic Acid) on Urate Clear- 
ance and Other Discrete Renal Functions in Gouty Subjects. J. H. 
Sirota, TSai Fan Yii and A. B. Gutman.—p. 692. 

Experimental Ascites: Studies of Electrolyte Balance in Dogs with 
Partial and Complete Occlusion of Portal Vein and of Vena Cava 
Above and Below the Liver. J. A. Schilling, A. B. McCoord, S. W. 
Clausen and others.—p. 702. 

Renal Function During and After Diabetic Coma. L. M. Bernstein, E. F. 
Foley and W. S. Hoffman.—p. 711. 

Effect on Femoral A-V Glucose Difference of Insulin Injected into Ante- 
cubital Vein and into Femoral Artery. D. M. Bell and T. Burns, 
—p. 717. 

Role of Granulocyte as Source of Lysozyme in Ulcerative Colitis. R. B. 
Hiatt, C. Engle, C. Flood and A. Karush.—p. 721. 

Two Cases of Calcinosis Renis, Studied by Means of Renal Biopsy and 
Renal Function Tests. M. Bjgrneboe, C. Brun, P. Iversen and others. 
—p. 727. 

*Studies on Adrenocortical Eosinopen!a: Clinical and Statistical Evalua- 
tion of Four-Hour Eosinophil Response Tests. W. R. Best, R. C. 
Muehrcke and R. M. Kark.—p. 733. 

Exchangeable Potassium Content in Disease States. J. K. Aikawa, J. H. 
Felts Jr., M. P. Tyor and G. T. Harrell.—p. 743. 


Evaluation of Adrenocortical Eosinopenia.—In order to test the 
validity of the different eosinophil response tests as clinical tools 
in diagnosis and as indexes of the activity of the hypothalamus, 
pituitary, or adrenal cortex, observations were made on patients 
who had Addison’s disease, pituitary tumors, suspected hypo- 
pituitarism, prolonged inanition, cachexia, or unusual eosino- 
philia. Others were chosen at random from hospital admissions 
over a two-year period, and a few healthy persons were included. 
In all, 284 individuals were studied. Clinical and statistical 
analysis of 702 four-hour eosinophil response tests to cortico- 
tropin, ephedrine, epinephrine, or placebos led the authors to 
conclude that despite careful technique, individual eosinophil re- 
sponse tests are very inaccurate. Lack of response to cortico- 
tropin is suggestive of Addison’s disease. Repeated four-hour, 
single dose tests and/or more vigorous attempts at adrenal cor- 
tical stimulation should be employed before failure of eosino- 
penia is attributed to adrenocortical deficiency. Greater than a 
50% decrease in eosinophils has been noted following adminis- 
tration of epinephrine or ephedrine in patients with pituitary tu- 
mors and in patients whose adrenals had been removed and who 
received small doses of cortisone. Responses of less than 50% 
are seen in a large number of patients with unrelated patho- 
logical conditions. Tests with these substances are therefore of 
little value in the diagnosis of adrenal, hypothalamic, or pituitary 
disease, and do not accurately assess the functional capacity of 
these organs at the time of examination. 


J.A.M.A., Nov. 15, 1952 


Journal of Immunology, Baltimore 


69:1-116 (July) 1952 


Studies on Purification of Diphtherial Toxin. I. H. Lepow and |, 
Pillemer.—p. 1. 

Quantitative Studies on Ant’gen-Antibody Reaction by Monolayer Tech. 
nique: I. Number and Distribution of Haptenic Groups in Antigens 
and Thickness of Absorbed Antibody Layer. T. Ogata, T. Tachibang 
K. Suzuki and others.—p. 13. 

Hemagglutination Test for Rheumatoid Arthritis: I: Immunological Ap. 
alysis of Factors Involved in Reaction, G. Heller, A. S. Jacobson, My. 
H. Kolodny and R. L. Schuman.—p. 27. 

Effect of Ultra-Violet Irradiation on Reactivity of Antibody: I. Obser. 
vations on Quantitative Precipitin Reaction and Passive Anaphylaxis. 
R. Hanan.—p. 41. 

Influence of Adrenal Cortical Extract on Immunological Phenomena jn 
Vivo: I. Antigen-Antibody Reactions as Indicated by Hypocomple. 
mentemia, Granulocytopenia and Reduction of Circulating Antibody. 
A. B. Stavitsky.—p. 63. 

Studies on Chemical Inhibition of T2r+ Bacteriophage. A. R. Bourke, 
M. L. Robb’ns and P. K. Smith.—p. 75. 

Endotoxin in Pathogenic Fungi. S. B. Salvin.—p. 89. 

Suppression of Schwartzman Phenomenon by Adrenocorticotropic Hor. 
mone and Cortisone: Quantitative Aspects. S. Marcus and D. M. Don. 
aldson.—p. 101. 

Immunological Studies of Egg White Proteins: II. Resolution of Quanti- 
tative Precipitin Reaction Between Chicken Egg White and Rabbit 
Anti Egg-White Serum in Terms of Reactions of Purified Egg White 
Proteins, L. R. Wetter, M. Cohn and H. F. Deutsch.—p. 109. 
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Mastectomy by Mammaplasty for Gynecomastia: Gynecomastia in Identi- 
cal Twins. L. W. Eisenstodt.—p. 1. 

Endometriosis of Umbilicus. J. Rabinovitch, B. Pines and D. M_ Grayzel, 
—p. 15. 

Modern View of Surgical Treatment of Pulmonary Hydatid Cyst. G. 
Bendandi.—p. 22. 

Extended Simple Mastectomy for Carcinoma of Breast. T. C. Case. 
—p. 26. 

Coronary Arteriography in Intact Animal. F. Pearl.—p. 40. 

Endocrine Dysfunction in Sterility. L. Pellegrino.—p. 55. 

Cystic Teratomas: Review of 82 Cases. M. M. Silverman and E. J. 
Alban Jr.—p. 61. 

Williams’ Flexion Regime in Treatment of Low Back Pain. C. J. Wagner. 
—p. 69. 

Advanced Abdominal Pregnancy with Fetal and Maternal Survival. H. A. 
Siegal.—p. 77. 

Surgical Considerations in Cancer of Colon. W. M. McMillan.—p. 86. 

Ruptured Intervertebral Disc: Postoperative Follow-Up Study. R. D. 
Padula and R. C. Keys.—p. 92. 

Treatment of Anal Stenosis by Galvanotherapy. H. L. Feit.—p. 98. 

Hydrotherapy in Proctologic Practice. W. J. Eckerle.—p. 104. 

Problem of Melanoma. A. D. Davis.—p. 115. 

Morbidity Due to Incomplete Cholecystectomy. F. R. Peterson.—p. 118. 

Rupture of Intestines in Cases of Hernia Due to Severe Muscular Strain. 
H. Berman, F. S. Mainella and H. Rosner.—p. 122. 
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Exchange Grafts in Vitiligo. G. A. Spencer and J. A. Tolmach.—p. 1. 

Rapid Method of Staining for Fungus and Monilial Infection. S$. Cherm- 
sirivathana.—p. 7. 

Relation of Dew Point and Barometric Pressure to Chapping of Normal 
Sk'n. L. E. Gaul and G. B. Underwood.—p. 9. 

Experimental Histamine Pruritus. I. Influence of Physical and Psycho- 
logical Factors on Threshold Reactivity. F. E. Cormia.—p. 21. 

Studies of Methods of Determining Capillary Fragility. I. Positive Pres- 
sure Technic. D. J. Perry and I. H. Linden.—p. 35. 

*Experimental Approach to Psychocutaneous Problems: II. Simultaneous 
Recording of Psychotherapeutic Interviews and Galvanic Skin Response. 
P. F. D. Seitz and R. E. Shipley.—p. 49. 

Proteins in Pemphigus Vulgaris. IV. Determination of Plasma Proteins 
by Electrophoresis and Chemical Fractionation in Patients with Pem- 
phigus Under Treatment with ACTH or Cortisone. W. F. Lever, N. A. 
Hurley and A. E. Blaney.—p. 55. 

Lipoproteins and Xanthomatous Diseases. J. McGinley, H. Joncs and 
J. Gofman.—p. 71. 
Skin of Hairless Mice. I. Formation of Cysts and Distribution of Lipids. 

W. Montagna, H. B. Chase and H. P. Melaragno.—p. 83. 


Psychotherapeutic Interviews and Galvanic Skin Response.— 
The galvanic skin response is related to autonomic nervous 
activity and therefore is associated with emotional reactions. 
It is recorded and measured quantitatively as a change in the 
electrical resistance or the electrical potential of the skin between 
the dorsal and ventral surfaces of the hand or foot. Measuremen! 
of skin resistance requires that a constant external source of 
current be supplied, while changes in the electrical potential of 
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the skin may be measured directly by means of a sensitive 
galvanometer. The galvanic skin response is a very sensitive 
reflex phenomenon, which, like other autonomic responses, can- 
not be voluntarily inhibited when an adequate stimulus is pres- 
ent. The galvanic skin response may even occur in response to 
stimuli of which the individual is not consciously aware. The 
principle shortcomings of this experimental method are, in fact, 
due to its high sensitivity. In the setting of a psychiatric (psycho- 
therapeutic) interview, an individual frequently experiences 
especially intense verbal and ideational stimuli. These stimuli 
come both from outside the patient in the form of the therapist’s 
comments and questions, and from within the patient himself 
in the form of his own thoughts or associations. Seitz and Shipley 
describe and illustrate a technique which they used for correlat- 
ing specific galvanic skin responses with specific thoughts ex- 
pressed by patients during serial psychotherapeutic interviews. 
With the synchronized and simultaneously recorded verbatim 
interview material and continuous record of galvanic skin 
activity, it is possible to correlate specific thoughts expressed by 
the patient with specific changes in galvanic skin response. 
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Comparative Study of Clinical and Metabolic Effects of ACTH Derived 
from Hogs, Sheep, and Cattle. G. W. Liddle, J. E. Giansiracusa, A. W. 
Childs and others.—p. 1. 

Electrophoretic Studies on Rheumatoid Arthritis Patients Treated with 
Cortisone. J. W. Mehl and F,. E. Golden.—p. 10. 

Vitamin A Concentration in Liver in Nephrotic Syndrome. B. M. Kagan 
and E. Kaiser.—p. 12. 

Blood Plasma Pepsinogen: I. Source, Properties, and Assay of Proteolytic 
Activity of Plasma at Acid Reactions. I. A. Mirsky, P. Futterman, 
§. Kaplan and R. H. Broh-Kahn.—p. 17. 

Problems in Management of Erythroblastosis Fetalis, with Five Examples 
Exhibiting Unusual Serological Findings. A. S. Wiener and G. J. 
Brancato.—p. 27. 

Utilization of Fructose by Human Subjects and Animals. J. J. Weinstein 
and J. H. Roe.—p. 39. 

Changes in Bacterial Sensitivity to Aureomycin and Chloramphenicol in 
Course of Past Three Years. S. S. Schneierson.—p. 48. 

Avidity of Test Toxins in Relationship to Tetanus Antitoxin Titrations. 
J. W. Hornibrook.—p. 58. 

Sterilization of Penicillin and Streptomycin by Ethylene Oxide. S. Kaye, 
H. F. Irminger and C. R. Phillips.—p. 67. 

Classification and Distribution of 1,075 Cultures of Salmonella Isolated 
in the City of Mexico. G. Varela and J. Olarte.—p. 73. 

Study of Organism ¢ Antigen in Routine Complement Fixation Test for 
Amebiasis. J. H. Schubert and M. C. May.—p. 78. 

Occurrence of Bacteremia and Death in Cortisone-Treated Mice. B. S. 
Berlin, C. Johnson, W. D. Hawk and A. G. Lawrence.—p. 82. 

Study of Complement Fixation Reaction in Histoplasmosis. J. T. 
Grayston.—p. 90. 

Influence of in Vitro Hemoglobin Modification on Hemoglobinuric Neph- 
rosis In Rabbits. J. J. Lalich.—p. 102. 

Effect of Certain Metabolic Processes upon Clotting Mechanism. G. Mor- 
rice, E. H. Drake and B. E. Goodrich.—p. 111. 

Seborrheic Dermatitis; Local Metabolic Defect Involving Pyridoxine. 
A. W. Schreiner, W. Slinger, V. R. Hawkins and R. W. Vilter.—p. 121. 

Mechanism of Action of Desoxyephedrine on Vascular Bed in Limb of 
Dog. M. J. Frumin, S. H. Ngai and E. M. Papper.—p. 131. 

Acute Cardiovascular Dynamics of Fistula Between Pulmonary Artery 
and Left Auricle. S. Rodbard, L. N. Katz, R. W. Reynolds and J. A. 
Schack.—p. 136. 
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Electron Microscopic Study of Shope Papilloma Virus. H. Kahler and 
B. J. Lloyd Jr.—p. 1167. 

Role of Adrenal Glands in Hematopoietic and Thymicolymphatic Re- 
sponse of Rat to Podophyllotoxin. M. G. Kelly, J. Leiter, O. Ghosh 
and P. K. Smith.—p. 1177. 

Origin and Behavior of Two Transplantable Lymphomas Induced by X 
Radiation. E. Shelton.—p. 1203. 

Study of Urine Extract Test for Cancer. J. L. Farringer Jr.—p. 1225. 

Studies on Experimental Carcinogenesis in Colon and Rectum of Rat. 
J. Laurens and H. E. Bacon.—p. 1237. 

Growth in Vitro of Massive Cultures of Liver Cells. V. J. Evans, W. 
R. Earle, E. P. Wilson and others.—p. 1245. 

Cytochemistry and Morphology of Human Lymph Node Cells Grown in 
Vitro, G. A. Ackerman, R. A. Knouff and H. A. Hoster.—p. 1267. 

Vascular Reactions of Normal and Malignant Tissues in Vivo: V. Role 
of Hypotension in Action of Bacterial Polysaccharide on Tumors. G. 
H. Algire, F. Y. Legallais and B. F. Anderson.—p. 1279. 

Pulmonary Adenomatosis in Mice. H. A. Horn, C. C. Congdon, A. B. 
Eschenbrenner and others.—p. 1297. 

Infection of Cells in Tissue Culture with Rous Sarcoma Virus. K. K. 
Sanford, G. D. Likely, W. R. Bryan and W. R. Earle.—p. 1317. 
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Psychogenic Motor Phenomena in Presence of Abnormal Electroen- 
cephalogram. M. M. Kessler, L. Halle, M. W. Evans and W. R. Shel- 
ton.—p. 1. 

Brain Dynamics and Psychic Activity. N. D. Ischlondsky.—p. 19. 

Hemiballismus: Hemichorea Following Lesion of Corpus Luysi. E. T. 
Pfeil.—p. 36. 

Hypnotherapy of a Patient with Animal Phobia. J. M. Schneck.—p. 48. 

Eyedness in Homonymous Hemianopia. F. S. Rothschild and M. Streifier. 
—p. 59. 


Journal Neuropathology & Exper. Neurology, Baltimore 
11:215-342 (July) 1952 


Primary Intracranial Sarcoma: Report of Nine Cases with Suggested 
Classification. P. Nichols Jr. and J. A. Wagner.—p. 215. 

Neuroblastoma (Sympathicoblastoma) with Analysis of 14 Cases and 
Survey of Literature. G. T. Pack, E. D. Horning and I. M. Ariel. 
—p. 235. 

Histologic Character and Origin of Peripheral Tumors in v. Reckling- 
hausen’s Disease. K. Scharenberg.—p. 257. 

Brain Stem Hemorrhages Secondary to Supratentorial Space-Taking 
Lesions. J. L. Poppen, J. F. Kendrick Jr. and S. F. Hicks.—p. 267. 

Effect of Different Sized Emboli on Vascular System and Parenchyma 
of Brain. R. L. Swank and R. F. Hain.—p. 280. 

Graphic Study of Ballism and Related Hyperkinesia. J. R. Whittier. 
—p. 300 

Delayed Pathologic Manifestations of Hypoglycemic Coma. W. W. Jet- 
ter and A. E. Sheflin.—p. 317. ; 


Cerebellar Hypoplasia and Degeneration in Family of Airedale Dogs. 
D. R. Cordy and H. A. Snelbaker.—p. 324. 

Multiple Epidermoid Cysts of Leptomeninges Associated with Chromo- 
phobe Adenoma of Pituitary. E. V. Olmstead.—p. 329. 

*Fatality Following Use of Intrathecal Penicillin: Case Report. M. M. 
Cohen.—p. 335. 


Fatality Following Intrathecal Administration of Penicillin.— 
The patient whose case is reported had been subjected to myelog- 
raphy because of persistent back pain. No gross defects were 
observed, and the contrast medium had been aspirated from the 
spinal canal. Following this he complained of headaches and a 
slightly stiff neck. Three days later he began to have several 
frontal headaches and “dizzy” spells. His temperature was at that 
time 99.4 F, and the pulse was rapid and irregular. The neck was 
stiff, with forward flexion being restricted and painful. Twelve 
hours later a lumbar puncture was performed, and clear cerebro- 
spinal fluid was found. On the suspicion that meningitis might be 
developing, 300,000 units of penicillin in isotonic solution of 
sodium chloride was injected intrathecally. Fifteen minutes after 
this injection the patient vomited and had a severe generalized 
convulsion of seven minutes’ duration. Five more seizures oc- 
curred in the next 45 minutes. A spinal puncture was attempted 
in order to drain some of the penicillin containing spinal fluid. 
During this procedure the patient's respiration ceased, and he 
died. The postmortem examination revealed significant changes 
only in the central nervous system. They included vascular con- 
gestion, subarachnoid extravasation of blood, perivascular aggre- 
gations of polymorphonuclear cells in the meninges, perivascular 
cuffing with mononuclear cells, and petechial hemorrhages in 
the cerebellar cortex and basal ganglia. A review of the literature 
shows that penicillin causes a reaction in the subarachnoid space 
even in low dosage, and it is recommended that amounts be 
limited to 10,000 units when this route is employed. 
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15:257-342 (July) 1952 

Potential Changes in Spinal Cord Following Administration of Strych- 
nine. C. M. Brooks and M. G. F. Fuortes.—p. 257. 

Reflexes to Stretch and Contraction of Antagonists Around Ankle Joint. 
R. Grant.—p. 269. 

Electrical Activity of Single Units in Cervical Cord. D. P. Purpura and 
P. O. Chatfield.—p. 281. 

Exteroceptive Abdominal Reflexes in Dogs. J. ten Cate.—p. 291. 

Descending Spinal Pathways Mediating Pressor Responses of Cerebral 
Origin. J. F. Kell Jr. and E. C. Hoff.—p. 299. 

“Sympathetic” Component in Afferent Innervation of Trunk Derma- 
tomes. A. van Harreveld and H. M. Smith.—p. 313. 

Threshold Movements Produced by Excitation of Cerebral Cortex and 
Efferent Fibers with Some Parametric Regions of Rectangular Current 
Pulses (Cats and Monkeys). J. C. Lilly, G. M. Austin and W. W. 
Chambers.—p. 319. 
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*Cerebellar Angioreticulomas. H. Olivecrona.—p. 317. 

Neurophysiological Studies on Cerebral Concussion. R. B. Aird, L. S. 
Strait, D. Zealear and M. Hrenoff.—p. 331. 

Localized Encephalitis, Brain Abscess and Subdural Empyema 1945- 
1950. E. H. Botterel and C. G. Drake.—p. 348. 

*Trigeminal Neuralgia: Review of 689 Cases with Follow-Up Study on 65 
Per Cent of Group. M. M. Peet and R. C. Schneider.—p. 367. 

Effects of Intracarotid Administration of Nitrogen Mustard: On Normal 
Brain and Brain. Tumors. J. D. French, P. M. West, F. K. von Ameron- 
gen and H. W. Magoun.—p. 378. 

Evaluation of Palliative Surgical Procedures in Trigeminal Neuralgia. 
E. G. Grantham and L. H. Segerberg.—p. 390. 


Cerebellar Angioreticulomas.—The angiomatous tumors occur- 
ring in the cerebellum have been variously designated as angio- 
reticulomas and angioblastomas, and are also commonly referred 
to as Lindau tumors. Olivecrona prefers the term angioreticu- 
loma, because it is best adapted to the histological appearance 
of these tumors. The 70 cases of cerebellar angioreticuloma 
reviewed here were observed in 4,101 cases of verified brain 
tumors. Thus these tumors accounted for less than 2% of the 
brain tumors, although they comprised 7.3% of 958 verified 
posterior fossa tumors. In adults they are the fourth most fre- 
quent posterior fossa tumors, occurring with almost the same 
frequency as meningiomas but less frequently than gliomas and 
neurinomas. Cyst formation was found to be less frequent than 
generally thought, and almost one-fifth of the tumors were solid. 
In 5 cases, the tumor was located in the region of the fourth 
ventricle, in 9 in the vermis, and in the remaining 56 in the 
cerebellar hemispheres. In one case von Hippel’s disease of the 
retina was observed. Three families were observed in which 
two or more members of the family had angioreticulomas. 
Intracranial pressure is the most important and also the first 
symptom in most cases. Cerebellar symptoms were found in 
most cases, but often appeared late. Cranial nerve palsies, espe- 
cially facial weakness and sensory disturbance in the trigeminal 
field, were observed in several cases. Air studies were carried 
out in all but three cases. In cases of familial occurrence, verte- 
bral angiograms are indicated, as multiple tumors are frequent 
in such cases. Six patients died before operation. In one case 
the tumor was considered to be inoperable and decompression 
only was performed with an early fatality. In 63 cases the tumor 
was completely removed, with 10 fatalities. In 64 cases the 
mortality therefore was 17.2%. Tumors located in the floor of 
the fourth ventricle carry a very high mortality, the operation 
having terminated fatally in two out of five such cases. Among 
the survivors six died later from intercurrent disease. Five of 
the survivors are invalids, three because of blindness, one be- 
cause of mental impairment, and one because of cerebellar in- 
coordination. The remaining 42 patients are well and able to 
work. 


Trigeminal Neuralgia.—Data are presented on 689 cases of 
trigeminal neuralgia that were observed during the 10-year 
period from 1938 to 1948, inclusive. Of this number, 553 had 
been subjected to trigeminal rhizotomy, 49 had been given alco- 
hol injections, and the remaining 87 received no treatment. 
Follow-up was accomplished by questionnaire, with a 69% re- 
sponse from the patients who had had trigeminal rhizotomy, a 
55% return from those who had had alcohol injections only, 
and 41% response from the patients who had been untreated. 
Of the 36 untreated patients who replied four had complete 
spontaneous remission of their pain, 20 had recurrence of severe 
pain, 3 were operated on elsewhere with relief of discomfort, 
and 9 had received alcohol injections elsewhere with complete 
relief of discomfort in five. “he authors gained the impression 
that trigeminal rhizotomy is a much more satisfactory pro- 
cedure than alcohol injection in the average case of trigeminal 
neurelgia. for there has been complete relief of pain in all but 
5.4 «© the patients operated on. Alcohol injection, on the 
other hand, relieved the pain of only 15.2% of the patients for 
longer than one year. The incidence of complaints of crawling 
paresthesias (56%), of burning paresthesias (30%), and a numb- 
ness (4%) among the rhizotomy patients is much higher than 
frequently cited, and probably approximates the percentages of 
these symptoms after alcohol injection. Most of the patients, 
however, are so pleased to have relief of their severe pain that 
they frequently do not voice complaints about these discom- 
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forts unless directly questioned about the symptoms. Postoper 
tive facial palsy occurred in only 6.5% of cases, and jt a 
never permanent. The operative mortality was 1.6%, which P 
reasonable in a group in which more than a third wer 


65 years old. ia 
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*Familial White Skin Spotting (Piebaldness) (‘Partial Albinism”) yj 
White Forelock. J. V. Cooke.—p. 1. = 
Long-Term Follow-Up Study on Infectious Hepatitis During Pregna 
D. Yi-Yung Hsia, R. G. Taylor and S. S. Gellis.—p. 13. ” 
Migraine in Children. M. I. Michael and J. M. Williams.—p, 18 
Anemia of Premature Infant: Two-Year Study of Response to Ir 
Medication. M. E. Reedy, S. O. Schwartz and E. B. Plattner —p = 
Treatment of Acute Leukemia in Children. S. Leikin, E. C. Rice D. F 
weet Jr. and R. J. Waters.—p. 40. a 
etzel Grid Analysis of Rheumatic Children. L. Kahn, G. ; 
D. Goldring.—p. 47. 
Relationship of Intracardiac Pressures and Electrocardiographic Find. 
ings in Cases of Congenital Heart Disease. H. W. Orme and F H 
Adams.—p. 53. a 
—" Due to Salmonella Infection. L. Giaccai and H. 
—p. 73. 

Polyethylene Tube Feeding in Premature Infants. E. A. Wagner, D. V 
Jones, C. A. Koch and G. D. Smith.—p. 79. pig 
Paraffin-Tipped Polyethylene Tubing for Feeding of Premature Babies 
Infants, and Children. H. W. Kunz.—p. 84. 
Training Program for Pediatric Residents in Child Development and 
Guidance. L. Luzzatti, A. L. Martin and M. Heinstein.—p, 86 
Pneumomediastinum (Mediastinal Emphysema) in Premature Infant B 
Effron.—p. 94. 
Listeria Meningitis in Premature Infant. F. G. Line and F. G. Apple- 

ton.—p. 97. 
Hygroma Colli: Retropharyngeal Tumor Simulating A A 
Growth. H. E. Stadler, J. K. Berman and T. W.  ncsgangg 


Familial White Skin Spotting.— Attention is called to an unusual 
hereditary condition of white skin spotting (piebaldness) associ- 
ated with a white forelock that has been reported in detail pre- 
viously in 21 families throughout the world. The occurrence of 
the characteristic defect in skin pigment involving areas on the 
anterior trunk, the extremities, and the central portion of the 
brow, extending to the midfrontal portion of the scalp, is re- 
ported in two additional American families. The family tree of 
one of the two showed eight members in four generations who 
had the abnormality, three of whom, two sisters, aged 5" and 
72, and their mother, aged 37, are reported on in detail. The 
family tree of the second family showed 22 members in four 
generations with the abnormality, two of whom, a 20-year-old 
woman and her mother, are reported on. The pigmentary skin 
defect is congenital, of a relatively constant, striking, and un- 
changing pattern, and is not related to the well-known generalized 
albinism with which it should not be classed. The use of the term 
“partial albinism” for congenital white spotting, which would 
mean a universal but incomplete deficiency of pigment, indicates 
a misconception of the nature of the anomaly. In piebald per- 
sons the anomaly is simply one of the distribution of pigment, 
and the cause is entirely different in the two conditions. Familial 
white spotting is transmitted by direct mendelian inheritance a 
a simple anomaly. In nevus anemicus, another rare congenital 
anomaly with which white spotting has been confused in two 
instances, there is no lack of normal skin pigmentation in the 
involved pale areas, and the condition is not familial. Vitiligo, 
which resembles white spotting in some respects, is acquired, is 
not familial, and tends to spread. 
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Hydrolysis of Procaine and 2-Chloroprocaine in Spinal Fluid. F. F 
Foldes and M. H. Aven.—p. 259. 

Gastrointestinal Non-Absorption of Sodium Cellulose Sulfate Labeled 
With S*, P. E. Morrow, H. C. Hodge, W. F. Neuman and others. 
—p. 273. 

Distribution, Metabolism, and Excretion of D-Tubocurarine Chloride and 
Related Compounds in Man and Other Animals. D. F. Marsh.—p. 2% 

Relationship Between Cholinesterase Inhibition and Ganglionic Trans- 
mission. K. Kamijo and G. B. Koelle.—p. 349. 

Effect of Cortisone, Desoxycorticosterone, Adrenocorticotrophic Hormone 
and Diphenhydramine Upon Responses of Albino Mice to General 
Anesthetics. C. A. Winter and L. Flataker.—p. 358. ae 

Effects of Liver Injury and Nephrectomy on Anticonvulsant Activity ° 
Oxazolidine-2,4-Diones. E. A. Swinyard, D. O. Schiffman and L. S 
Goodman.—p. 365. 
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yjaine Medical Association Journal, Portland 
43:229-264 (July) 1952 


present Status of Diagnosis and Treatment of Carcinoma of Bladder. 


M. Emanuel.—p. 232. 
pijonidal Sinus—Technique of Primary Closure. F. P. Turner.—p. 239. 
geport on Arthritis Program. F. A. Spellman.—p. 243. 


vedical Annals of District of Columbia, Washington 
21:355-412 (July) 1952 


Community Health and Medical Implications of Narcotic Addiction. 
D. L. Seckinger.—p. 355. 

asymptomatic Myocardial Infarction. J. E. Smith.—p. 364. 

Treatment of Anemias. J. J. Rheingold.—p. 368. 

Use of Ergot Drugs for Migraine. M. Fuchs and L. S. Blumenthal. 
—p. 372. 

Pap she of Cancer in Group of Women. R. Bieren.—p. 376. 

surgical Treatment and Radiation Therapy of Malignant Lesions of Nose, 
Paranasal Sinuses, Nasopharynx, Tongue, Tonsils and Hypopharynx. 
A. Kearny.—p. 379. 


inidence of Cancer in Women.—Bieren reviews the medical 
ecords of 4,320 women receiving periodic gynecologic exami- 
nitions during the past five years. A total of 37 cancers were 
jiscovered in these women. The location of the cancers were as 
follows: breast 15, cervix 8, corpus uteri 6, ovary 5, colon 2, and 
sryax 1. Seven of the 15 breast cancers were unsuspected by the 
patient. Six proved to be early lesions and one was advanced. 
Of the eight cases in which growths were found by the woman 
terself, five were early and three were advanced. One patient 
with an advanced lesion had had two physical examinations in 
the preceding six months, but there was no note made of the 
breasts being examined on either occasion. Routine Papanicolaou 
smears were not made. In one case, a smear would have allowed 
earlier diagnosis, but the author estimates that the cost of finding 
this one case would have been almost $100,000. The author con- 
cludes that physicians who include the breasts, pelvic organs, and 
rectum in routine physical examinations should regularly dis- 
cover over 80% of detectable cancers in women at an early stage. 
This assumes that positive results and suspicious symptoms will 
be pursued to the limit of diagnostic possibility, with biopsies 
when indicated. Properly performed vaginal smears undoubtedly 
discover occasional cases of uterine cancer in an earlier stage 
than is possible by ordinary examination. As yet their cost is 
00 great to make them generally practicable as a routine proce- 
dure. 


Military Surgeon, Washington, D. C. 
111:79-156 (Aug.) 1952. Partial Index 


Advice on How to do Psychiatry in Army Induction Line. W. H. Kupper. 
—p. 85. 

Amebiasis: Review of 104 Proven Cases. H. J. Kullman and E. Buchman. 
—p. 90, 

Pilonidal Sinus—Rational Scheme of Treatment. W. P. Kleitsch and 
L. D. Cherry.—p. 96. 

Studies on Schistosomiasis: IV. Two Ointments for Protection Against 
Schistosomiasis Japonica. L. S. Ritchie, G. W. Hunter III, K. Nagano 
and §. Lin.—p. 106. 

Oral Leukoplakia. C. Fastiggi.—p. 110. 

Contemporary Military Medical Affairs in Captive Hungary: Glimpse 
Through Iron Curtain at Medical Preparedness in the Danubian Valley. 
C. F. Mayer.—p. 114. 


Minnesota Medicine, St. Paul 
35:625-706 (July) 1952 


Abuses of Cortisone and Corticotropin. R. M. Salassa.—p. 625. 

Abuse and Misuse of Antibiotics. W. H. Hall.—p. 629. 

Abuses of Low Sodium Content Diet in Cardiovascular Disease. M. W. 
Anderson.—p. 633. 

Use of Methantheline Bromide (Banthine) in Peptic Ulcer and Other 
Gastrointestinal Disorders with Special Reference to its Abuses. R. S. 
Yivisaker.—p. 639, 

Blood Group Factors. Part I. Rh Sensitization. G. A. Matson and R. W. 
Koucky.—p. 641. 

Amniotic Fluid Embolism. S$. P. Stone and R. W. Koucky.—p. 650. 

Exstrophy of Urinary Bladder: Discussion and Anatomical and Surgical 
Principles Applicable to Its Repair, with Preliminary Report of Case. 
T. H. Sweetser, T, C. Chisholm and W. Thompson.—p. 654. 

Recent Advances in Diagnosis and Treatment of Carcinoma of Cervix. 
R. W, Te Linde—p. 658. 

fargical Lesions of Breast. R. F. Hedin.—p. 663. 

— Between Cardiac and Pulmonary Diseases. R. V. Ebert. 
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New Engiand Journal of Medicine, Boston 
247:79-112 (July 17) 1952 


Auscultation in Diagnosis of Compression of Subclavian Artery. E. A. 
Edwards and H. D. Levine.—p. 79. 

*Routine Use of Quinidine in Acute Myocardial Infarction. F. B. Cutts 
and B. Rapoport.—p. 81. 

Abdominal Pregnancy Secondary to Rupture of Accessory Uterus with 
Survival of Mother and Infant: Report of Case. G. A. Bourgeois and 
M. W. Shapiro.—p. 84. 

Peripheral Neuropathy and Serous Meningitis Due to Horse Serum: 
Report of Case with Failure to Respond to Cortisone. J. W. Walsh. 
—p. 88. 

Current Trends in Physical Medicine and Rehabilitation. A. L. Watkins. 
—p. 91. 


Quinidine in Acute Myocardial Infarction.—The value of routine 
use of quinidine in acute myocardial infarction was investigated 
to ascertain whether the incidence of arrhythmias and sudden 
unexpected death could be altered. The first 55 patients in the 
bishydroxycoumarin study had received no quinidine and were 
therefore designated as a control group. The remaining 66 pa- 
tients received 0.2 gm. of quinidine sulfate by mouth four times 
a day, at 8 a.m., 12 noon, 4 p.m., and 8 p.m. Then, in a group 
of 40 patients, alternate subjects were given 0.4 gm. of quinidine 
every eight hours, at 6 a.m., 2 p.m., and 10 p.m. In a final group 
of 50 patients, alternate subjects received 0.6 gm. of quinidine 
at the same eight-hour intervals. Only patients with typical chest 
pain and with electrocardiographic evidence of recent myocardial 
infarction were studied. Toxic effects of quinidine were infre- 
quent and mild. The authors concluded that, while quinidine has 
some action in reducing the incidence of arrhythmias following 
acute myocardial infarction, the effect is inconstant and of 
moderate degree only. No evidence was obtained that the rou- 
tine use of quinidine in acute myocardial infarction influences 
the mortality rate. It does not prevent sudden death and at 
higher dosage levels may possibly add somewhat to this hazard. 


New York State Journal of Medicine, New York 
§2:1753-1818 (July 15) 1952 


SYMPOSIUM ON NEONATAL MORTALITY 


Fetal and Neonatal Mortality: Public Health Problem. E. R. Schlesinger. 
—p. 1758. 
Current Trends in Premature Care. A. J. Vignec, A. Moser, R. Ellis 
and P. Angelos.—p. 1764. 
Some Modern Aspects of Anesthesia and Analgesia. L. M. Hellman and 
R. A. Hingson.—p. 1770. 
Use of Adenosine-5-Monophosphate in Treatment of Acute Subdeltoid 
Bursitis. L. Pelner and S. Waldman.—p. 1774. 
Renal Function Tests and Their Physiologic Significance. O. W. Sartorius. 
—p. 1777. 
Prantal Methylsulfate—New Anticholinergic Drug for Treatment of Peptic 
Ulcer. J. A. Marks.—p. 1783. 
*Retroperitoneal Pneumography with Pyelography: Preliminary Report. 
J. Duff, H. R. Kenyon and R. M. Hyman.—p. 1790. 
Transillumination of Cul-De-Sac of Douglas and Rectovaginal Septum. 
S. W. Stringer.—p. 1795. 
Management of Benign Intrauterine Lesions. C, H. Birnberg, D. J. 
Wexler and A. Kohn.—p. 1796. 


Retroperitoneal Pneumography with Pyelography.—Duff and 
associates combine retroperitoneal insufflation of oxygen, which 
outlines the kidneys and adrenals, and urographic procedures to 
delineate the pelvic, ureteral, and vesical contours. The procedure 
is a modification of the technique of Ruiz Rivas for the produc- 
tion of complete subserous emphysema, which was described in 
The American Journal of Roentgenology and Radium Therapy 
(64:723 [Nov.] 1950) and in an abstract in THE JOURNAL (145:588 
(Feb. 24] 1951). After a 14 by 17 in. film has been exposed, the 
patient is placed in the knee-chest position. The site of puncture 
is identified by palpation of the sacrococcygeal notch. Follow- 
ing aseptic preparation, an 18 to 20-gage needle, 6 to 8 cm. in 
length, is introduced and advanced so that its tip lies well within 
the retrorectal space, which is almost avascular. A three-way 
stopcock is attached to the needle so that the second limb re- 
ceives a 50 cc. Luer syringe. The third limb is attached to the 
source of oxygen, which is injected in increments of 50 cc. until 
a total of approximately 1,250 cc. has been introduced. After 
withdrawal of the needle and flexion and extension of the trunk 
to facilitate upward dispersion of the gas, another 14 by 17 in. 
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film is exposed. If the retroperitoneal structures are satisfac- 
torily portrayed, either retrograde or intravenous urography is 
immediately performed so that composite views can be secured. 
Pneumography combined with intravenous pyelography was per- 
formed in 18 cases and pneumography combined with retrograde 
pyelography in 73 cases. In nine patients retrograde pyelography 
was done following intravenous pyelography. The films obtained 
were excellent in 46 cases, good in 36, fair in 12, and poor 
in 6 cases. Integrated urography and retroperitoneal pneu- 
mography is a safe and informative diagnostic procedure. The 
danger of embolism is negligible. 


North Carolina Medical Journal, Winston-Salem 


13:317-360 (July) 1952 


Looking Ahead—For Health in North Carolina. J. W. R. Norton.—p. 317. 

Use of Electroshock Therapy in Psychosis Associated with Pernicious 
Anemia. W. C. Betts.—p. 321. 

Management of Cardiac Edema. E. S. Faison.—p. 325. 

Paroxysmal Auricular Flutter with 1:1 Ventricular Response. S. E. 
Warshauer.—p. 327. 

Cell Membrane Defect in Acute Rheumatic Fever. J. K. Aikawa.—p. 330. 

Mesenteric Cysts. A. M. Crouch Jr. and J. W. Farthing.—p. 332. 

Hemangioma of Liver. W. R. Deaton Jr. and A. deT. Valk.—p. 335. 

Loeffier’s Syndrome: Two Case Reports with High White Cell Counts, 
Pulmonary Changes, and Ascaris Infestation. M. H. Grimmett, J. O. 
Williams and M. L. Williams.—p. 337. 

Aplastic Anemia Due to Gold Therapy Unsuccessfully Treated with BAL. 
J. S. Bower.—p. 340. 

Why Pediatric Anesthesia is Different. R. L. Wall.—p. 343. 

Relapsing Febrile Nodular Nonsuppurative Panniculitis (Weber-Christian 
Disease): Case Report. M. A. Spyker, D. M. Ross and G. W. Lawson. 
—pPp. 346. 


Northwest Medicine, Seattle 


51:465-564 (June) 1952 


Organizing the General Hospital for Civil Defense. F. B. Smith.—p. 488. 

Civil Defense Blood and Plasma Program for Oregon. H. H. Foskett. 
—p. 490. 

Our Obligation in Civil Defense. R. H. Kaufman.—p. 491. 

Treatment of Radiological Injuries. W. Y. Burton.—p. 492. 

Shock Treatment. J. M. Guiss.—p. 497. 

Anesthesia and Analgesia in Mass Emergency. J. O. Branford.—p. 497. 

Thermal Hazards. J. M. Roberts.—p. 498. 

Physicians, Not State, Should Control Rehabilitation. C. R. Strother. 
—p. 500. 


Pennsylvania Medical Journal, Harrisburg 
55:649-720 (July) 1952 


Treatment of Acute Poliomyelitis. P. M. Stimson.—p. 649. 

Peritonitis—Diagnosis and Modern Trends in Treatment. F. E. Sanford. 
—p. 654. 

Evaluation of Cancer Detection Program. C. Macfarlane.—p. 659. 

Surgery of Esophagus. E. M. Kent.—p. 663. 

Convalescence and Rehabilitation. M. B. Ferderber.—p. 669. 

Structure of Fee Tables in Medical Service Insurance. W. H. Horton. 
—p. 676 


Plastic and Reconstructive Surgery, Baltimore 
9:511-584 (June) 1952 


Influence of Rapid Warming on Frostbite in Experimental Animals. 
M. A. Entin and H. Baxter.—p. 511. 

Plastic Surgical Closure of Decubitus Ulcers in Paraplegics as Result of 
Civilian Injuries. J. Gelb.—p. 525. 

*Use of Testosterone in Debility States. R. G. Langston.—p. 543. 

One Stage Reconstruction of Helix: Two Improved Methods. T. D. 
Cronin.—p. 547. 

Observations on Development of Circulation in Skin Grafts: III. Morpho- 
logic Changes Observed in Homologous Skin Grafts. H. Conway, 
D. Joslin, T. D. Rees and R. B. Stark.—p. 557. 

*Surgical Creation of Facial Wrinkles. W. H. Frackelton.—p. 565. 


Testosterone in Treatment of Decubitus Ulcers.—It is known 
that factors other than poor nursing hygiene, such as deficiencies 
in the patient’s metabolism, may lead to a breakdown of the skin 
ever pressure points. Discussing the surgical treatment of decubi- 
tus ulcer, Langston feels that the following factors are essential: 
(1) daily saline baths during the preoperative treatment; (2) radi- 
cal excision of the ulcer along with any underlying bony promi- 
nences; (3) large rotation flaps to cover the defect without tension; 
and (4) tight closure of the wound and instillation of streptomy- 
cin solution to control Escherichia coli infection. While primary 
healing followed this treatment in more than three-fourths of 
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the cases, in some a second operation was required and jp 9% 
there was a recurrence. Studies on the patients in whom regyy. 
rence resulted revealed that the ulcer usually occurred rapidly 
and with little warning. Poor nutrition, a low hemoglobin eye) 
that was difficult to raise to normal, a lowered serum Protein 
level, subnormal weight, and garrulous, pessimistic and depressed 
mental state were other conditions found in patients who eXperi- 
enced recurrence of the decubitus ulcer following plastic rep,i; 
These findings point to a true metabolic inbalance. Since jt };: 
been established that testosterone acts as a protein-sparing hor. 
mone and also improves the appetite and sense of well-being 
Langston gave this hormone to debilitated patients with decubjty: 
ulcer. Testosterone propionate was administered intramuscular) 
in doses varying from 25 mg. thrice weekly to 100 mg. daily 
The patients showed considerable improvement within a wee; 
They had an appetite for protein, they felt better and became 
optimistic, and they gained weight. Concomitantly the indolent, 
thin, poorly colored granulations became active, exuberant, and 
deeply pinkish red. Epithelialization took place as the skin grey 
in from the side. 


Surgical Production of Facial Wrinkles.—Intentional scarific;. 
tion to simulate facial wrinkles may at first thought seem pars. 
doxical to the plastic surgeon. The procedure is helpful, however, 
in masking an excisional scar or in adding “naturalness” to pars. 
lyzed facial areas. The author shows how he accomplishes these 
aims. 


Psychiatric Quarterly, Utica, N. Y. 
26:353-528 (July) 1952. Partial Index 


Modifications of Electric Shock Therapy. W. L. Holt Jr.—p. 353. 

Ailurophobia and Ornithophobia. (Cat Phobia and Bird Phobia). L § 
London.—p. 365. 

Personality Reintegration by Lobotomy and Psychotherapy: Case Repor 
F. O. Ring.—p. 372. 

Neuroses of Everyday Living. D. C. Wilson.—p. 387. 

Reaction to Stress in Schizophrenia. H. Pechstein.—p. 425. 

Acceptance in Therapeutic Situation. A. T. Butterworth.—p. 433. 

Administration of Continued Treatment Service. L. E. Shapiro.—p. 439 

Psychotherapy of Manic-Depressive Patients in Manic Phase. N. C. Rin 
and I. M. Rosen.—p. 462. 

Some Notes on Psychotherapy of Schizophrenia. M. R. Green.—p. 47) 

Psychic Disturbances in Typhus Fever. O. Guttmann.—p. 478. 

Prefrontal Leukotomy: Clinical Survey of 100 Cases Given Active Re- 
training Program in Mental Hospital—Addendum. M. Klotz, W. P 
Ritchie and B. B. Schiele.—p. 492. 


Public Health Reports, Washington, D. C. 


67:607-708 (July) 1952. Partial Index 


Studies of Occupational Cancer. W. C. Hueper and T. F. Mancuso 
—p. 644. 

Use of Field Tests in Evaluating Detergents. J. L. Minkin.—p. 650. 

Sanitation Accomplishments in Local Health Departments. L. M. Fisher 
—p. 653. 

Activities of Health Officers in Local Health Departments. M. Ferguson 
H. M. Graning and B. A. Cheney.—p. 673. 

Human Relations in Occupational Health. D. C. Cameron.—p. 686. 


Rocky Mountain Medical Journal, Denver 
49:561-642 (July) 1952 


Emergency Treatment of Asthmatic with Special Reference to Adrené 
Cortex and Vitamin B-12. F. M. Pottenger Jr. and B. Krohn.—p. 583 

Psychosurgery: Survey After 15 Years. W. Freeman.—p. 587. 

Surgery of Prostate Gland. O. S. Lowsley.—p. 590. 

Minimizing Dangerous Complications of Tonsillectomy and Adenot 
ectomy in Children. K. A. Phelps.—p. 594. 

Effect of Streptomycin on Hyaluronidase and Local Tuberculosis. H J 
Corper and M. L. Cohn.—p. 598. 


Southwestern Medicine, El Paso, Texas 


33:233-268 (July) 1952 
Care of Crossed Eyes. W. E. Vandevere.—p. 244. 
Cystic Malignant Melanoma of Ciliary Body. C. P. Elsberg.—p. 248. 
Interpulmonary Circumscribed Lesions. M. B. Cohen.—p. 25i. 


33:269-308 (Aug.) 1952 


Orthopaedic Problems in Children. L. W. Breck.—p. 285. ht 

Amebiasis: Report of 100 Cases. J. G. Rodarte and J. D. Ibarra J, 
—p. 289. 

New Theory on Functions of Thymus Gland and Its Importance, 
General Defense Mechanism of Human Body. M. D. Hornedo.—?. -* 
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Surgery, Gynecology and Obstetrics, Chicago 
95:129-256 (Aug.) 1952 


Scars Remaining in Atom Bomb Survivors: Four Year Follow-Up Study. 
w. Wells and N. Tsukifuji—p. 129. 

Neuroendocrine Control of Water and Electrolyte Excretion During Sur- 
gical Anesthesia. M. A. Hayes and F. A. Coller.—p. 142. 

*Management of Ectopic Pregnancy with Massive Intraperitoneal Hemor- 
rhage and Shock. B. J. Pisani.—p. 149. 

Further Observations on Total Body Water; Changes of Body Composi- 
tion in Disease. F. D. Moore, H. B. Haley, E. A. Bering Jr. and others. 
=p, 155. 

anus Considerations in Resection of Head of Pancreas. E. S. Brint- 


nall.—p. 181. 

emai Study of 222 Cases. J. R. Hall, C. Phillips and R. R. White. 
—p. 184. 

partial Hepatectomy: Presentation of Four Cases and Discussion of 
Technique. P. W. Stone and G. M. Saypol.—p. 191. 

‘Surgical Treatment for Idiopathic Congenital Megacolon (Hirschsprung’s 
Disease). D. State.—p. 201. 

*Treatment of Certain Congenital Malformations of Heart by Creation of 
Pulmenic Stenosis to Reduce Pulmonary Hypertension and Excessive 
Pulmonary Blood Flow: Preliminary Report. W. H. Muller Jr. and 
J. F. Dammann Jr.—p. 213. 

Carcinoma of Rectum in Female: Effect of Vaginal Invasion on Prog- 
nosis. C. D. Knight, J. M. Waugh and M. B. Dockerty.—p. 220. 

New Approach for Excision of Carcinoma of Lower Portion of Rectum 
and Anal Canal. I. Sauer and H. E. Bacon.—p. 229. 


Management of Ectopic Pregnancy.—Of 322 women with ectopic 
pregnancy on whom laparotomies were performed at Bellevue 
Hospital between 1935 and 1948, 35 had signs and symptoms 
of severe shock and massive intraperitoneal hemorrhage asso- 
ciated with ruptured extrauterine pregnancy. Not one of the 
35 patients died. Immediate abdominal surgery performed within 
an average of 3.2 hours after admission consisted of salpingec- 
tomy in 22 patients, salpingo-oophorectomy in 10, supravaginal 
hysterectomy in 2 and cornual resection in 1. The average dura- 
tion of operation was 44 minutes. The primary anesthetic used 
in all 35 patients was cyclopropane; in 2 patients ether was used 
as a secondary drug. The average intraperitoneal blood loss was 
computed at 1,330 cc., and the average blood replacement was 
1,250 cc. The location of rupture was observed to be ampullary 
in 16 patients, isthmic in 15, cornual in 2, and interstitial in 3. 
The average hospital stay was 13.5 days. Immediate operation 
and simultaneous use of supportive treatment is the method 
of management in ruptured ectopic pregnancy with massive 
intraperitoneal hemorrhage and shock. The advantages are as 
follows: The mortality rate is lowered. The source of hemor- 
rhage is attacked and directly controlled. Early resuscitation 
and treatment of anoxia are achieved. Secondary hemorrhage is 
prevented. In most cases smaller amounts of blood are required. 
The metabolic changes secondary to prolonged hemorrhage are 
prevented. Fewer postoperative complications result. There are 
fewer pelvic abnormalities. 


Surgical Treatment for Idiopathic Congenital Megacolon.— 
Colonic function studies by fluoroscopic and roentgenographic 
examinations after the administration of a barium enema in 16 
patients between the ages of 2 and 21 with idiopathic congenital 
megacolon (Hirschsprung’s disease) revealed a normal appearing 
rectum, a “narrowed” segment of the rectosigmoid and sigmoid 
portions of the colon of variable extent, marked dilatation and 
absence of peristalic waves and normal haustral markings of 
the descending, sigmoid, and variable portions of the left side 
of the transverse colon, active peristalsis and normal haustral 
markings of the cecum, ascending colon, and right side of the 
transverse colon. On exposure of the colon at laparotomy, the 
differences between the right and left side of the colon were 
pronounced and corresponded to the roentgenographic findings. 
The author’s new surgical approach to the treatment of Hirsch- 
sprung’s disease consisted of a one-stage transabdominal pro- 
cedure in which the narrowed terminal segment of the sigmoid 
and dilated portions of the colon showing no peristaltic activity 
roentgenographically are removed. The rectum is retained, and 
an anastomosis is carried out between its upper portion and the 
ascending and right side of the transverse colon at a distance 
of 6 to 10 cm. from the anal skin margin. There were no deaths. 
Of the 16 patients followed up for from 6 to 36 months, 15 
obtained excellent results, while 1 has had to resort to enemas 
On several occasions since operation. The saving of the rectum 
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by the author’s technique is of importance, because it eliminates 
the question of damage to the nervi erigentes, which is a de- 
terrent to the acceptance of other operative procedures in which 
the rectum is removed. 


Treatment of Congenital Malformations of Heart.—The group 
of cardiac malformations that includes single ventricle without 
pulmonary stenosis, Eisenmenger’s complex, large ventricular 
septal defects, and true truncus arteriosus are characterized by 
the fact that the heart functions physiologically as a single ven- 
tricle. Because of the large communication between the systemic 
and pulmonary circulations in this group, there is hypertension 
in the pulmonary artery, accompanied frequently by excessive 
pulmonary blood flow, which may result in heart failure. Poor 
weight gain, poor nutrition, evidence of inadequate circulation 
to the body, and dyspnea without cyanosis are outstanding symp- 
toms. Surgical repair or correction is the logical approach to 
the treatment of these deformities, but this is not yet possible 
and practical in all cases. Another approach is aimed at reduc- 
ing pulmonary hypertension and pulmonary blood flow by pro- 
ducing pulmonary stenosis. While this approach is not curative, 
theoretically it should result in a more efficient circulation, and 
changes which appear to take place in the pulmonary arteries 
in the presence of long-standing pulmonary hypertension may be 
prevented. As a result of these considerations, the authors pro- 
duced pulmonary stenosis in a 4-month-old infant who had a 
single ventricle without pulmonary stenosis and who was in 
constant heart failure. They removed a segment of the wall of 
the pulmonary artery and placed a band of reactive polyethylene 
about the area. Within six months following surgery the patient 
became an alert, active, hungry infant, growing and developing 
more normally. Peripheral pulses were good and much stronger 
than they were before the operation. Administration of digitalis 
was discontinued, and the infant no longer showed signs or 
symptoms of cardiac decompensation. Although laboratory evi- 
dence of improvement from surgical intervention was lacking 
since cardiac catheterization was not carried out, the authors 
feel that the patient was definitely benefited by this operation. 


Texas State Journal of Medicine, Fort Worth 


48:445-552 (July) 1952 
Clinical Uses of Radioactive Isotopes. J. R. Maxfield Jr. and J. G. S. 
Maxfield.—p. 449. 


Radioactive Cobalt as Radium Substitute and Gamma Source for Inter- 
stitial, Intracavitary, and Plaque Applications: Review. I. Meschan. 
—p. 453. 

Pathologic Characteristics of Fungus Diseases: Observations at Autopsy. 
R. H. Rigdon.—p. 460. 

Toxoplasmosis in Texas: Report of Case with Autopsy. T. N. Corpening, 
V. A. Stembridge and R. H. Rigdon.—p. 469. 


Histoplasmosis in Texas: Report of Two Cases. P. O. Montgomery. 
—p. 471. 


Wisconsin Medical Journal, Madison 


51:537-644 (June) 1952 


Medical Aspects of Atomic Warfare. A. L. Van Duser.—p. 558. 

The =— and Civil Defense Planning in Wisconsin. M. J. Musser. 
—p. 562. 

How Mobile Medical Team Functions. C. N. Neupert.—p. 565. 

Milwaukee County Medical Civil Defense Plan. C. G. Dunst.—p. 570. 

Emergency Treatment of Disaster Casualties. By Subcommittee for 
Standard Therapy of Committee on Civil Defense.—p. 573. 

Hospital Treatment of Disaster Casualties. By Committee on Civil De- 
fense.—p. 578. 

Defense Against Biologic Agents Employed in Warfare. J. W. Brown. 
—p. 584. 

The Local Hospital and Civil Defense. H. C. Johnston, F. D. Carr and 
K. York.—p. 595. 

Medical Supplies for Mobile Medical Teams Under State Civil Defense. 
E. H. Jorris.—p. 598. 


World Medical Association Bulletin, New York 
4:129-192 (July) 1952 


Therapeutic Methods Against Pulmonary Tuberculosis. K. Torning. 
—p. 135. 

Preventive Measures Against Tuberculosis. A. J. Wallgren.—p. 145. 

Morals and Medicine. R. I. Lee.—p. 148. 
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Annals of Rheumatic Diseases, London 


11:97-192 (June) 1952 

Sheep Cell Agglutination Test for Rheumatoid Arthritis: Clinico- 
Pathological Study. J. Ball.—p. 97. 

*Intra-Articular Hydrocortisone (Compound F) Acetate: Preliminary Re- 
port. C. R. Stevenson, J. Zuckner and R. H. Freyberg.—p. 112. 

Cortisone-Ascorbic Acid Interaction and Pathogenesis of Amyloidosis: 
Mechanism of Action of Cortisone on Mesenchymal Tissue. G. Teilum. 
—p. 119. 

Interpretation of Multiple Biopsies of Synovial Tissue in Rheumatic 
Diseases. B. Cruickshank.—p. 137. 

Joint and Neuromuscular Manifestations of Periarteritis Nodosa. E. W. 
Lowman.—p. 146. 

Periostitis Deformans. M. Soriano.—p. 154. 

Anaemia of Rheumatoid Arthritis. M. R. Jeffrey.—p. 162. 

Cortisone in Treatment of Degenerative Joint Disease of Hip. W. F. 
Dowdell, W. M. Solomon, R. M. Stecher and R. Wolpaw.—p. 168. 


Intra-Articular Injection of Hydrocortisone (Compound F) Ace- 
tate——The suppression of inflammation in the joints of pa- 
tients with rheumatoid arthritis by cortisone acetate administered 
systemically is well known. Hydrocortisone acetate, formerly 
known as compound F (17-hydroxycorticosterone-21) acetate, 
has recently been shown to have a similar effect when admin- 
istered orally or intramuscularly. To avoid the hyperadreno- 
corticism that may result from systemic administration, several 
investigators have tried intra-articular injections. The present 
study deals with clinical and synovial fluid changes observed 
after intra-articular injections of hydrocortisone acetate in pa- 
tients with rheumatoid arthritis. Thirteen patients with rheu- 
matoid arthritis received 96 intra-articular injections of hydro- 
cortisone acetate in 20 different joints. These patients tolerated 
the local injections of hydrocortisone well, in contrast with other 
patients in whom a temporary increase of joint inflammation was 
occasionally noted following intra-articular injection of corti- 
sone acetate. Some degree of symptomatic improvement was re- 
ported by all 13 patients. Objective improvement of 50% or more 
occurred in nine joints. The interval between injections at each 
joint varied from 3 to 29 days (average 13.8 days). This proce- 
dure is still in the experimental stage, but may prove of signifi- 
cant clinical value in carefully selected cases. 


Archives of Disease in Childhood, London 
27:209-308 (June) 1952 


*Megalocytic Deficiency Anaemia Cured by Small Amounts of Fresh 
Endive. G. M. H. Veeneklaas.—p. 209. 

Blood Formation in Infancy: Part II. Normal Erythropoiesis. D. Gaird- 
ner, J. Marks and J. D. Roscoe.—p. 214. 

Acute Idiopathic Haemolytic Anaemia. J. G. Millichap.—p. 222. 

Pathology and Biochemistry of Gargoylism: Report of Three Cases with 
Review of Literature. J. L. Henderson, A. R. MacGregor, S. J. 
Thannhauser and R. Holden.—p. 230. 

*Bronchoscopic Treatment of Atelectasis in Children. B. Gans.—p. 254. 

Variation in Proteolytic Activity of Children’s Stools: Study of Meconium 
and Stools from Normal and Ill Children. J. L. Emery.—p. 257. 

Importance of Staphylococci in Infantile Parenteral Gastro-Enteritis. 
P. Tolentino.—p. 262. 

Methyl Testosterone in Premature Infants. U. James and B. L. Coles. 
—p. 265. 

Incidence and Significance of Breast Feeding in Infants Admitted to 
Hospital. P. Asher.—p. 270. 

Dental Conditions with Associated Signs of Nutritional Deficiencies in 
Newfoundland Children. H. Mellanby.—p. 273. 

Function of Adrenal Glands in the Newborn. B. Wolman.—p. 283. 

Bilateral Phaeochromocytoma in a 6-Year-Old Boy. C. A. Neill and 
G. Smith.—p. 286. 

Spontaneous Rupture of Heart in the Newborn Infant. W. E. Hunt. 
—p. 291. 

Rutpure of Mycotic Aneurysm of Thoracic Aorta. S. N. Javett and 
E. Kahn.—p. 294. 


Megalocytic Deficiency Anemia Cured by Fresh Endive.—The 
eccurrence of megalocytic hyperchromic deficiency anemia at 
the end of the first year of life is reported in three baby boys and 
one baby girl. One of the boys had been fed exclusively on goat’s 
milk, while the three other infants had had a long-continued diet 
of cow’s milk. All patients promptly recovered, with a reticulo- 
cyte crisis. Treatment varied as follows: The first patient recov- 
ered with the addition of fresh vegetables and fresh fruit to the 
previous diet, the second patient was cured by 200 gm. of fresh 
endive added to the preceding diet, the third patient received 
100 gm. of endive with his diet, and the fourth only got 25 gm. 


J.A.M.A., Nov. 15, 195) 


of fresh endive with the same diet as before. The folic acid cop. 
tent of fresh endive is 61 to 75 ug per 100 gm., and its vitamin C 
content is 12 mg. per 100 gm. The fourth patient thus receiyeg 
only 15 to 19 ug of folic acid and 3 mg. of vitamin C daily, Th. 
possibility that endive contains traces of other substances that aid 
in accelerating the curative process must be considered. 


Bronchoscopy for Atelectasis in Children.—Bronchoscopic 4s. 
piration was performed under general anesthesia in 50 consecy. 
tive children with atelectasis. They were from 17 days to 12 years 
old. The collapse was known to have existed for an average of 
15% weeks. Of the total of 67 collapsed lobes present in these 
children, 34 (51%) cleared in 10 days and 13 (19%) in a month: 
20 (30%) failed to clear. Of the 50 children, 21 with a positive 
Mantoux reaction had 26 collapsed lobes; in 8 (31%) the lung re. 
expanded after 10 days, in 5 (19%) it cleared one month after 
bronchoscopy, and in 13 (50%) the collapse persisted. In 13 of 
the 21 children with tuberculous collapse an enlarged gland was 
observed to be pressing on one or more bronchial openings. (f 
the remaining 29 children whose 41 collapsed lobes were not 
asscciated with a primary tuberculous complex, reventilation oc- 
curred in 26 (63%) after 10 days and in 8 (20%) one month after 
brenchoscopy. In only 7 (17%) was the result poor. Thus in these 
nontuberculous patients bronchoscopic aspiration led to reven- 
tilation of the collapsed lobes in 83% of cases within one month. 
Of the 41 collapsed lobes of these patients, 16 were due to 
whooping cough, 11 to pneumonia, 5 to measles, 3 to massive 
collapse associated with empyema, and 3 to atelectasis in bron- 
chiectatic lobes; 2 were congenital, and 1 was due to a persistent 
antral infection. There were no postoperative complications, and 
oil aspiration pneumonia due to lubrication of the bronchoscope 
with liquid paraffin did not occur. As the examination hardly 
ever lasted longer than 10 minutes, local and general disturbance 
was negligible. Bronchoscopic aspiration in cases of atelactasis 
in children frequently leads to reexpansion of the collapsed lobes 
and therefore prevents bronchiectasis. Results are better when 
the collapse is due to an acute infection, and less good if collapse 
results from pressure by glands on a bronchus. 


Archivum Chirurgicum Neerlandicum, Arnhem 
4:81-160 (No. 2) 1952. Partial Index 


*Pulmonary Tuberculosis and Pulmonary Resection: Experimental Study. 
J. R. Blickman.—p. 81. 

Pentothal-Nitrous Oxide-Oxygen Anaesthesia with Curare for Tonsil- 
lectomy. F. Van Nouhuys.—p. 95. 

Pulmonary Function Tests Before and After Segmental Resection and 
Lobectomy. J. K. Kraan and L. Van Der Drift.—p. 100. 

Esophagus Resection with Restoration of Continuity by Gastric Tube. 
I. Boerema.—p. 120. 

Primary Tumors of Liver. W. F. Suermondt.—p. 136. 

Congenital Pulmonary Cysts in Infants. J. Ten Kate and W. K. Dicke 
—p. 145. 


Resection in Pulmonary Tuberculosis—Whether pulmonary re- 
section can cause changes in the remaining pulmonary tissue and 
increase the danger of tuberculous infection or reinfection has 
been discussed more frequently as resection therapy for pulmo- 
nary tuberculosis has gained in popularity. Blickman cites reports 
from the literature that indicate that, while the immediate results 
are satisfactory, follow-up studies four or more years !ater show 
that reactivation results in nearly two-thirds of the patients. Even 
after resection for nontuberculous bronchiectasis, tuberculosis 
has been known to develop. Blickman analyzed the dangers that 
threaten the pulmonary structures after lobectomy or pneumo- 
nectomy, and gained the impression that mechanical trauma ma) 
cause spreading of the tuberculous lesion during the operation. 
There is also danger during convalescence, when the function 
of bronchi and other hilar structures is disturbed, and during the 
adaptation period, owing to overexpansion of pulmonary tissue. 
He made experimental studies on rabbits to throw light on the 
role played by overdistention in the development of tuberculous 
lesions in the remaining pulmonary tissue; this possibility has 
often been suggested, but the literature gives no information 0? 
a possible relationship between pulmonary tuberculosis and 
emphysema. When tuberculosis is induced in rabbit lungs with 
human strains of tubercle bacilli, severer lesions tend to develop 
in the lung from which some lobes have been resected. This ma) 
be due to overexpansion, emphysema, or other factors. The 
author advises conservativism in pulmonary resection for pul- 
monary tuberculosis. 
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pritish Journal of Ophthalmology, London 
36:337-400 (July) 1952 


Lamellar Corneal Grafts: Clinical Report on 62 Cases. B. W. Rycroft 
and G. J. Romanes.—p. 337. 

polymyxin E: Penetration into Eye and Therapeutic Value in Experi- 
mental Infection Due to Ps. Pyocyanea. D. Ainslie and C. Smith. 


—p. 352. 

aun Treatment of Congenital Ptosis: Report on 25 Operations. 
G. I. Scott.—p. 362. 

Effect of Cortisone on Rheumatoid Nodules of Sclera (Scleromalacia 
Perforans). N. Ashton and H. E. Hobbs.—p. 373. 

suprachoroidal Air Injection for Detached Retina: Preliminary Report. 
R. Smith—p. 385. 

panophthalmitis Due to Organism of Bacillus Subtilis Group. R. Daven- 
port and C. Smith.—p. 389. 


Doc. de Medicina Geograph. et Tropica, Amsterdam 


4:97-192 (June) 1952. Partial Index 

Fijian Kwashiorkor. P. E. C. Manson-Bahr.—p. 97. 

Filariasis, in Relation to Administration of ‘Hetrazan.’ J. A. van der 
Hoeven.—p. 107. 

Peptic Ulcer in Autochthonous Indonesians. G. A. Gussenhoven.—p. 112. 
Clinical Course of Rhinoscleroma. H. A. P. C. Oomen.—p. 124. 

Initial Fever in Malaria. C. W. F. Winckel.—p. 134. 

‘Coins and Paper Money as Potential Vectors of Pathogenic Germs. K. H. 
Gan and R. Warsa.—p. 139. 

Atypical Course of Salmonella Infection by Previous Immunization. 
G. A. Gussenhoven.—p. 175. 


Money as Vector of Pathogenic Bacteria.—Thorough washing 
of the hands after defecation is not widely practiced among the 
poorly educated groups of the Indonesian population, and money 
may readily become contaminated with fecal matter. This in 
urn involves the danger of the transmission of such diseases 
4s bacillary dysentery, typhoid fever, intestinal amebiasis, and 
worm infections. Studies were carried out to ascertain to what 
extent money, both paper and coins, becomes contaminated. 
Although the authors did not detect pathogenic organisms, 
the fact that a rather high percentage of bacteria of fecal origin 
coli-aerogenes group) was found on paper currency supports the 
assumption of fecal contact. Experiments proved that certain 
pathogenic germs of the Salmonella group may survive on paper 
currency for a long time. As copper and silver coins possess an 
antibacterial property, coins are probably less dangerous in this 


f respect than paper currency. No amebic cysts could be demon- 


strated on bills or coins. 


East African Medical Journal, Nairobi 


29:169-208 (May) 1952. Partial Index 


Remote Effects of Derangement of Cervix Uteri. E. R. Ormerod.—p. 169. 

‘Carcinoma of Kidney. R. T. Burkitt.—p. 176. 

Comparison of Incidence of Postoperative Thromboembolism in African 
and European Patients Served by Same Surgical Unit. A. C. Fisher and 
G. P. Nixon.—p. 186. 


Carcinoma of Kidney.—The primary lesion of carcinoma of the 
kidney often causes no urinary symptoms. This feature is not 
widely recognized, and thus many cases are never recognized. 
Neoplasm of the kidney is equaled only by neoplasm of the 
ronchus in the frequency with which metastases become evident 
while the primary tumor remains silent. The term “carcinoma 
of the kidney” includes two distinct entities, hypernephroma 
or Grawitz tumor, which occurs in the parenchyma, and the 
quamous-celled or transitional-celled tumor, which generally 
‘arts in the renal pelvis and spreads to the kidney substance. 
The term nephroma is sometimes applied to both of these forms. 
Early distant metastases are a feature of both tumors, particu- 
larly of the so-called hypernephroma. The other is a rarer tumor, 
accounting for only 3 out of the 20 cases in the present series. 
Treatment by irradiation has no value in these tumors, even as a 
palliative measure, and had no effect in the two cases in which 
‘Was tried in the present series. The logical treatment of renal 
‘arcinoma is nephrectomy, for which the lumbar approach is 
\sually adequate, but, where the growth is known to involve 
ihe upper pole, an incision through the bed of the twelfth rib 
has advantages. In the two cases in which the author resorted 
'0 this approach, it gave excellent exposure. In case of very large 
mors he used an oblique subcostal incision (a lateral Kocher 
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incision) through which a tumor of any size can be removed. The 
author points out that survival after an operation cannot always 
be credited to it, since the natural history of untreated malignant 
tumors is often a long one. He cites the case of one patient who 
died from a nephrectomy that was performed for removal of a 
calcifying carcinoma of the kidney. The patient had noticed the 
lump gradually enlarging for eight years, without causing symp- 
toms. Another patient is alive and well nearly three years after 
exploration of an inoperable carcinoma of the kidney. 


Geburtshilfe und Frauenheilkunde, Stuttgart 
12:385-480 (May) 1952. Partial Index 


Newer Concepts and Results of Studies on the Cancer Problem and 
Their Significance for Gynecology. G. Schubert.—p. 385. 

Exchange Transfusion in Erythroblastosis Fetalis: Indications and 
Technique. K. H. Schifer.—p. 398. 

Transversal Extraperitoneal Cesarean Section. J. Botella-Llusié.—p. 416. 

Significance of Vaginal Smear in Differential Diagnosis of Benign Gyne- 
cologic Disturbances. P. Stoll and H. Muth.—p. 424. 

Familial Occurrence of Hydrocephalus. K. Zimmer.—p. 447. 

Torsion of Pedicle of Ovarian Cystoma Simulating Ileus During Puer- 
perium. W. Hacke.—p. 456. 

*Is There a Connection Between Rh Incompatability of Couples and 
Habitual Abortion? E. Mayr.—p. 461. 


Rh Incompatibility and Habitual Abortion.—At the women’s 
clinic of the University of Munich 225 women with habitual 
abortion were studied with regard to the Rh factor by means 
of the standard rhesus serum, and 96 Rh-negative women were 
found. In couples with incompatibility in the rhesus blood fac- 
tors, the incidence of habitual abortion was high. The Rh-antigen- 
antibody reaction has been demonstrated as decisive in fetal 
erythroblastosis, but for habitual abortion an etiological con- 
nection with the Rh factor has not been established as yet, even 
in families with established erythroblastosis and in Rh-negative 
women with antibodies in the serum. The author believes that 
it is quite likely that unknown allergic processes are a factor in 
habitual abortion. 


Journal of Hygiene, London 


$0:137-274 (June) 1952. Partial Index 


Survey by Sewage Swab Method of Latent Enteric Infection in Urban 
Area. B. Moore, E. L. Perry and S. T. Chard.——p. 137. 

Comparison of Different Routes of Inoculation of Cattle for Detection of 
Virus of Foot-and-Mouth Disease. W. M. Henderson.—p. 182. 

Group D Streptococci in Faeces of Healthy Infants and of Infants with 
Neonatal Diarrhoea. M. E. Sharpe.—p. 209. ; 

Structure of Influenza Virus: Relation Between Biological Activity and 
Chemical Structure of Virus Fractions. L. Hoyle.—p. 229. 

*Streptomycin Treatment of Infantile Diarrhoea and Vomiting: Conduct 
and Results of Controlled Trial. M. B. Alexander, B. Benjamin, L. G. 
C. Maslen and A. T. Roden.—p. 246. 

Titration of Influenza Virus-Neutralizing Antibodies. F. Fulton.—p. 265. 


Streptomycin Treatment of Infantile Diarrhea.—The effects of 
oral administration of streptomycin on infantile diarrhea and 
vomiting were studied during 1949 at St. Ann’s General Hospi- 
tal, London. Throughout 1949 the enteritis unit consisted of two 
wards for the treatment of infants with diarrhea and vomiting. 
Each ward contained 28 single cells equipped for isolation nurs- 
ing. Only one of the two enteritis wards was used for the trial, 
and to this ward were admitted both infants to be treated with 
streptomycin treatment and controls. There was no transfer of 
infants between the two wards. The plan was to alternate admis- 
sions to each ward, in order to avoid selection of cases for the 
trial ward. No significant difference was shown between the 
streptomycin-treated and the control series in respect of progress 
during the first week. There were more severe relapses of diar- 
rhea in the streptomycin-treated series, but the difference was not 
statistically significant. The bacteriological investigations are de- 
scribed. Bacterium coli O group 111 and Bact. coli O group 55 
were used as “indicator organisms” in studying the immediate 
and delayed effects of streptomycin on the coliform flora of the 
intestine. The results show the inhibition, in streptomycin-treated 
cases, of coliform growth from the rectal swab, and the subse- 
quent emergence of streptomycin-resistant strains. Evidence of 
cross-infection with the “indicator organisms” is given. Problems 
of cross-infection and relapses of diarrhea are discussed in rela- 
tion to the assessment of the effects of a chemotherapeutic agent. 
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Journal Obst. & Gynaec. Brit. Empire, Manchester 


§8:373-524 (June) 1951. Partial Index 
Chorionepithelioma Occurring During Pregnancy. D. J. MacRae.—p. 373. 
Four = of Re-Implantation of Fallopian Tubes. M. M. White. 

—p. 

Place of X-Ray Therapy in Treatment of Malignant Ovarian Tumours. 
M. C. Tod.—p. 385. 

Use of Intramuscular Ergometrine at End of Second Stage of Normal 
Labour. D. Daley.—p. 388. 

Incidence of Trichomonas Vaginalis in Sample of the General Population, 
with some Observations on Its Relation to Use of Chemical Contra- 
ceptives. M. J. Whittington.—p. 398. 

*Asphyxial Membrane in Lungs of Liveborn Infants. J. Tregillus.—p. 406. 

Case of Ectopic Ureter. B. Dodd.—p. 414. 

Hysterosalpingography with Water-Soluble Medium in Investigation of 
Infertility. M. Pollock and E. Preiskel.—p. 421. 

“The Flying Foetus’: Case of Hyperextended Attitude Encountered in 
Transverse Presentation. F. Denny.—p. 427. 

Thrombophlebitis During Pregnancy. P. J. Logan, A. M. O’Driscoll and 
R. F. O’Donoghue.—p. 433. 

Menstruation After Childbirth. A. Sharman.—p. 440. 

Vesico-Urethrolysis: New Operation for Stress Incontinence in Women. 
J. H. Muivany.—p. 449. 

Effect of Congenital Abnormalities of Umbilical Cord and Placenta on 
the Newborn and Mother: Survey of 5,676 Consecutive Deliveries. 
A. A. Earn.—p. 456. 

Twin Pregnancies in a Rhesus-Negative Woman. N. Perry.—p. 460. 

Report of Two Cases of Iniencephalus. A. M. Stark.—p. 462. 

Basal-Celled Carcinoma of Vulva. J. G. Thurston.—p. 465. 


Asphyxial Membrane in Lungs of Liveborn Infants. — In the 
course of autopsy studies on 120 stillborn and 124 liveborn in- 
fants Tregillus found on microscopic examination of the lungs 
that an eosinophilic hyaline membrane lined bronchioles, alve- 
olar ducts, and alveoli of 35 liveborn infants. Examination of 
the case notes of the affected infants revealed a fairly charac- 
teristic clinical history. Thirty-three of the 35 infants were im- 
mature, and the majority were limp, feeble, or cyanotic at birth. 
Respiration was initiated and maintained with difficulty. Attacks 
of cyanosis and dyspnea recurred, despite the frequent adminis- 
tration of oxygen, and respiratory difficulty increased, ending in 
death from asphyxia within the first three days. The histological 
appearance of the lungs of the 35 infants is described, and the 
literature on this asphyxial membrane is reviewed. The mem- 
brane is formed by necrosis and hyalinization of bronchiolar 
epithelium. It is suggested that necrosis of bronchiolar epithelium 
is due to anoxia and that its higher incidence in immature in- 
fants is due to the incomplete development of their lungs. The 
formation of an asphyxial membrane increases the degree of 
anoxia. It is recommended that all immature infants weighing 
4 Ib. (1,950 gm.) or less at birth, and any infant who is in shock 
or cyanotic at birth, should be given oxygen continuously for 
the first few days of life. 


Lancet, London 


1:1267-1314 (June 28) 1952 


Periodic Disorders of Children. A. W. Franklin.—p. 1267. 

*Treatment of Acute Perforated Peptic Ulcer by Primary Partial Gas- 
trectomy. A. G. R. Lowdon.—p. 1270. 

Meningo-Encephalitis Due to Cryptococcus Neoformans: Report of Case. 
W. B. Roantree and G. E. Dunkerley.—p. 1274. 

*Induction of Artificial Pneurnothorax by Lung Puncture. E. N. Moyes 
and J. K. Scott.—p. 1278. 

Assessment of Rapidly Acting Agents in Rheumatoid Arthritis: Observa- 
tions on Deoxycortone with Ascorbic Acid, A.C.T.H., and Cortisone. 
G. E. Loxton, D. Le Vay and B. Stanford.—p. 1280. 

Mitral Valvulotomy in Pregnancy. A. Logan and R. Turner.—p. 1286. 

Negative-Pressure Device for Controlled Hypotension During Surgical 
Operations. J. W. Saunders.—p. 1286. 


Treatment of Acute Perforated Peptic Ulcer.—Although many 
surgeons have advocated that perforated peptic ulcer should be 
treated by immediate partial gastrectomy, British surgeons have 
found that chemotherapy, better anesthesia, and increasing un- 
derstanding of fluid and electrolyte requirements have led to a 
considerable reduction in the mortality of acute perforation 
treated by simple closure. In some cases, however, more radical 
surgical treatment should be considered. Partial gastrectomy 
might prevent deaths caused by hemorrhage from the ulcer or by 
stenosis, and it can also be expected to prevent major complica- 
tions from peptic ulceration. This report deals with 51 cases of 
perforated peptic ulcer treated by primary partial gastrectomy. 


J.A.M.A., Nov. 15, 1952 


These cases were selected from 65 consecutive cases of perfor. 
ated ulcer. There were four deaths in the whole series but non 
in the group treated by partial gastrectomy. The postoperatiy, 
progress of the cases treated by gastric resection compared fay. 
orably with that of similar cases treated by simple closure. The 
results confirm the opinion of those surgeons who fee| that 
partial gastrectomy can be used in the primary treatment of per- 
forated ulcers without increasing the operative mortality. Loy. 
don does not agree that partial gastrectomy for perforated u\c¢; 
is justified in all the patients in whom there is no definite contr. 
indication, such as poor general condition or complicating djs. 
ease. He believes that partial gastrectomy should not be done jp 
a patient who has a short history of dyspepsia and is found q 
operation to have a perforated duodenal ulcer of an acute or sub. 
acute type, unless hemorrhage complicates the perforation 9; 
there has been a previous perforation. 


Artificial Pneumothorax by Lung Puncture.—Moyes and Scot 
point out that Selikoff and others of the Sea View Hospital 
(Staten Island, New York) in 1948 advocated the induction of 
artificial pneumothorax by puncturing the lung deliberately with 
a fine-bore needle, thus allowing air to leak from the alveoli into 
the intrapleural space. This simple, safe, and reliable procedure 
is seldom used in Britain, but experiences with this method in 7% 
cases are described. A 2 cc. “record” syringe attached to a 
standard hypodermic needle, size 14 to 18 and 2.5 to 3 cm. long, 
is the only apparatus required. The skin of an intercostal space 
over an area of lung radiologically free from disease is prepared. 
The syringe is filled with local anesthetic, and a skin bieb js 
raised. The infiltrating needle is then slowly pushed deeper into 
the chest, and the piston is drawn back with each advance until 
air-bubbles sucked freely into the syringe show that the lung has 
been punctured and an intrapleural space found. The operation 
is then completed, and the needle should be withdrawn im- 
mediately. The patient is asked to stay in the lateral position 15 
minutes longer and to rest quietly for 24 hours. Some chest pains 
are usually experienced within a few hours, and, if they do not 
occur, one or two short coughs should be given by the patient to 
increase the leakage of air from the lung into the pleura. Twen- 
ty-four hours later, when a chest radiograph is taken in forced 
expiration, a pneumothorax is usually apparent. Occasionally, 
the amount of air escaping is insufficient to produce a visible 
pneumothorax. Then a sharp-pointed refill needle connected to 
a pneumothorax apparatus is introduced. The amount and tim- 
ing of this first refill depend on the degree of collapse shown by 
radiography. Of the 78 pneumothoraxes attempted by this 
method, 71 were successful and 7 failed after at least two punc- 
tures. The authors conclude that this is a simple, safe, and ef- 
fective procedure, less liable to complications than the orthodox 
method. 


Medical Journal of Australia, Sydney 


1:765-800 (June 7) 1952 


What is Pathology? E. S. J. King.—p. 765. 

*Hexamethonium Bromide and Kidney Function. E. G. McQueen.—p.769 

Medical Education. V. D. Pleuckhahn.—p. 771. 

Treatment of Rheumatoid and Osteoarthritis by Sodium Para-Amino- 
salicylate with Presentation of Cases. M. Brous.—p. 774. 

Shoulder-Hand Syndrome. J. H. Young and A. T. Pearson.—p. 776. 


Hexamethonium Bromide and Kidney Function.—The capacit 
of hexamethonium bromide to reduce blood pressure is definitel) 
established, but this fall in blood pressure is likely to be asso- 
ciated with impairment of the function of the kidney. Since renal 
function in most severely hypertensive subjects is already im- 
paired to some extent, it is of considerable importance to define 
the precise effect of hexamethonium bromide on kidney function. 
The effects in eight cases of the intravenous administration 0! 
the drug on glomerular filtration rate, renal plasma flow, and 
the flow of urine are reported in this paper. There is evidence 
that abolition of tone in glomerular vessels tends to compensal¢ 
for fall in blood pressure. In patients with poor renal function, 
a severe fall in blood pressure produces severe and prolonged 
functional impairment. The fall in urine flow is of greater maf 
nitude and longer duration than the fall in the glomerular fil- 
tration rate. 
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Nordisk Medicin, Stockholm 
47:845-880 (June 20) 1952. Partial Index 


*Anatomic Substrate for Consciousness in Light of Recent Neurophysio- 
logical Studies. B. R. Kaada.—p 845. 

Phenylacteylcarbamide in Treatment of Epilepsy. H. Silwer.—p. 860. 

Migraine and Paroxysmal Tachycardia. L. F. Ostenstad.—p. 863. 

Complications During Epidemic of Mumps. S. Beifrage and K. Gydell. 
—p. 864. 

*Differential Diagnosis in Malignant Tumors of Testes. D. Hedman. 
—p. 867. 

Fertility of Men Born in Breech Presentation. P. Fortelius and K. Nie- 
mineva.—p. 869. 

Cerebral Symptoms in Child After Overdosage of Antihistamine Prepara- 
tion. G. Herlitz and G. Lindberg.—p. 871. 


Localization of Anatomic Center of Consciousness.—Kaada 
says that in recent years an important advance has been made 
in the localization of the nervous structures with which con- 
sciousness seems to be connected. The diffuse reticular system in 
the brain stem and thalamus is apparently affected by impulses 
from a number of exteroceptive and interoceptive sensory 
sources and on stimulation exerts a strong iafluence in excitation 
of “arousal reactions,” both in rostral excitation of cortical 
activity, especially in the cortical association zones, and in caudal 
excitation of somatic and visceral motor and possibly endocrine 
functions. Reduced activity in the system, either natural or due 
to anesthetics, or on destruction of the rostral part, results in 
somnolence. Functional paralysis of the rostral part and its con- 
nection with the cortex during epileptic seizures can cause com- 
plete unconsciousness. 


Differential Diagnosis in Malignant Tumors of Testes.—Testicu- 
lar tumors are rare, but about 95%, and in certain types such as 
chorioepitheliomiz, about 98%, are malignant. While the diag- 
nosis is readily made in typical cases, four cases are described 
that illustrate possible difficulties in differential diagnosis. The 
first case, regarded as a primary staphylococcic sepsis, caused a 
septic abscess in a retroperitoneal tumor focus originating from 
a tumor of the testis. The symptéms in the second case were 
dominated by a retroperitoneal metastatic tumor complex, the 
origin of which could not at first be determined but was later 
found to be a small malignant tumor of the testis. In the third 
instance, in which the diagnosis was epididymitis, there was a 
highly malignant chorioepithelioma with rapid metastatic spread. 
In the fourth case the patient was admitted for treatment of 
renal calculi on the left side; routine examination revealed a 
teratoid tumor of the right testis. A number of tumors of the 
testis by their growth produce gonadotropic hormones, which 
are eliminated in the urine. In cases of retroperitoneal tumors of 
unknown origin or mediastinal or pulmonary changes that appear 
to be metastatic or palpable glands in the supraclavicular fossa, 
attention should be directed to the testes, although the primary 
focus may be almost too small to be clinically demonstrable. In 
all cases in which tumor of the testis is suspected, tests should 
be made to determine whether there is increased excretion of 
gonadotropic hormone; increased gonadotropin values are usu- 
ally demonstrable in about half of the cases of malignant tumor 
of the testis. 


Prensa Médica Argentina, Buenos Aires 
39:1031-1104 (May 16) 1952. Partial Index 


Effect of Hexamethonium Bromide on Arterial Hypertension. A. V. Di 
Ci6, L. Klein and A. Lopez.—p. 1031. 

*Heredity in Breast Cancer: Family History of 500 Patients. D. Brachetto- 
Brian and L. Moguilevsky.—p. 1041. 

Personal Experience with Treatment of Eczema in Its Various Clinical 
Forms with Cortisone and Corticotropin. L. Herraiz Ballestero. 
—p. 1043, 

Inefficacy of Pregnenolone in Maintenance of Remission Obtained with 
Cortisone in Rheumatoid Arthritis. F. Schaposnik and A. Gutierrez. 
—p. 1049. 


Heredity in Breast Cancer.—The family history of 500 women 
with breast cancer was studied in an effort to determine the 
importance of heredity in the transmission of such tumors. 
Inquiry was made at the first visit concerning the patient's 
grandparents, parents, and children, keeping in mind the fact 
that mammary cancer is transmitted in a vertical line. The 
figures obtained are undoubtedly lower than the actual ones, 
because doubtful cases were disregarded and because many 
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patients do not know what caused the death of their relatives; 
in addition, many of the relatives who were healthy at the 
moment of inquiry may have cancer later. Cancerous antecedents 
were found in 277 families (55.4%) of the 500 studied; the 
other 223 (44.6%) were cancer-free at the time of inquiry. 
Cancer was localized in the breast in 152 (30.4%) of the 277 
families with cancer, and elsewhere in 125. The number of can- 
cers found was analyzed in relation to grandparents, parents, 
patient, the patient’s brothers and sisters, and the patient’s chil- 
dren. The true number of cancers occurring in the 2,000 grand- 
parents in particular must have been greater than that obtained, 
since the majority of the patients did not know the cause of their 
grandparents’ deaths; even so, 50 cancers (2.5%) were found, of 
which 14 were in the breast and 37 elsewhere. Cancers in the 
other groups were as follows: fathers, 67; mothers, 79; sisters, 
92; brothers, 15; children, 4, or a total of 307. The vertical line 
of transmission is illustrated in the history of two families; in 
one, the patient’s father had cancer of the liver and a brother 
had orbital cancer; in the other, the patient’s great-grandmother 
and grandmother each had breast cancer, her father had cancer 
of the bladder, and she herself had a fibroadenoma of the breast. 
These facts indicate the importance in preventive medicine of 
watching the descendants of such families and of taking heredi- 
tary factors into consideration when dealing with breast cancer. 


Presse Médicale, Paris 
60:96 1-980 (June 25) 1952 


Glutathionemia in Course of Acute Leukemia. L. Binet, J. Bernard, 
G. Wellers and G. Mathe.—p. 961. 

*Treatment of Water and Sodium Chloride Retention by Cation Exchange 
Resins. L. de Gennes, H. Bricaire, J. Courjaret and H. Deschamps. 
—p. 964. 

*Study of 13 Cases of Erb-Goldfiam Myasthenia Treated by Carotid Sinus 
Denervation. A. Thévenard, L. Leger and J.-M. Marqués.—p. 969. 

Some Possibilities Offered by Induced Deep General Hypothermia; Ex- 
perimental Study on Dogs. A. Juvenelle, J. Lind and C. Wegelius. 
—p. 973. 


Cation-Exchange Resins in Water and Sodium Chloride Reten- 
tion.—Cation-exchange resins were used by the authors in the 
treatment of 15 patients, 4 with cardiac decompensation, 4 with 
cirrhosis, 2 with obesity, 1 with nephrosis, and 4 with arterial 
hypertension. As a result of their experience with these patients 
and of that reported in the literature by other workers, the 
authors state that neither the difficulties associated with this 
therapy, nor the necessity of strict control should be under- 
estimated. Further experience is required to bring it to per- 
fection, but, except for its contraindication in patients with 
proved renal insufficiency, it is of considerable value in treatment 
of patients with cardiac decompensation, cirrhosis, toxemia 
associated with pregnancy, nephrosis, and certain types of hyper- 
tension in which sodium restriction is essential. Although oc- 
casionally administration of cation-exchange resins alone may 
be ineffective, it may frequently potentiate the action of the 
mercurial diuretics. The principle involved in the use of cation- 
exchange resins is that a synthetic resin, carefully selected and 
prepared and administered orally, takes up the sodium ions that 
it encounters in the digestive tract, and the sodium ions are 
excreted with the resin in the feces. Because of the superior ab- 
sorption capacity of the carboxyl resins, the authors prefer them 
to the sulfone resins. They also favor an addition of about 10% 
of polyamine anion exchange resins, which maintain an op- 
timum pH environment. As a result of in vitro and in vivo 
experiments, a mixture of carboxyl resins in the ammonium cycle 
is preferred to that in the potassium cycle. An average initial 
dose of 60 gm. per day in three divided doses given two hours 
after the meals may be increased or reduced for maintenance 
treatment. Sodium should be restricted in the diet to 0.50 to 
1.5 gm., according to the individual patient, and 3 to 5 gm. of 
potassium chloride should be taken systematically with the 
meals to prevent hypopotassemia. Constipation should be com- 
batted by suppositories or enemas, but not by aperient salts or 
oily laxatives. The occurrence of torpor, myalgia, vomiting, or 
cardiac disturbances requires immediate discontinuation of the 
resins and practical control of the humoral balance. The effective- 
ness of resin therapy may be envisaged in sodium retention and 
alkalosis following the use of corticotropin (ACTH). 
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Carotid Sinus Denervation for Bulbar Myasthenia Gravis.— 
Denervation of the carotid sinus was done in 13 patients with 
bulbar myasthenia gravis (Erb-Goldflam disease) between 1943 
and 1951. Ten patients had typical bulbar myasthenia and 3 had 
pure ophthalmoplegia. Bilateral denervation with an interval of 
four to six weeks between the two interventions was done in 11 
patients and unilateral denervation in 2. No death resulted from 
these interventions, while two of the patients died within 24 
hours after an enlarged thymus was removed later. The follow- 
up period varied from six months to eight years. Of the 13 
patients, 1 was cured, 3 were improved to a very high degree, 
3 were considerably improved, 1 was improved, and 5 were 
therapeutic failures. In the eight favorable cases, postoperative 
improvement occurred within 2 to 10 days after the first de- 
nervation, became more manifest during the interval between 
the two denervations, and increased again following the second 
denervation, after which the myasthenia receded for from four 
months to two years. Denervation of the carotid sinus is not 
advocated as a routine procedure as soon as the diagnosis of 
myasthenia has been established, but the intervention may be 
indicated in patients with myasthenia gravis of bulbar type with- 
out intrathoracic tumor (12 of the 13 patients) and in those with 
disquieting bulbar symptomatology in the presence of an intra- 
thoracic (probably thymic) tumor, the excision of which appears 
to be associated with considerable risk. In cases of the latter 
type the denervation may serve as a preparatory step for ex- 
cision of the tumor, which may be carried out later under 
improved conditions. In cases with few bulbar symptoms, ex- 
cision of the tumor should be done first and may be followed 
by denervation, if the myasthenia does not subside or recurs 
after temporary improvement in spite of the benign character 
of the tumor. Several days before the denervation of the carotid 
sinus infiltration of the sinus with the anesthetic agent should 
be done to gain information about the tolerance of the organism 
to the anesthetic and the reaction of the patient to interruption 
of the system of the nerve of Hering. Postoperative care consists 
of regular administration of the required dose of neostigmine. 


Revista Clinica Espanola, Madrid 
44:369-446 (March 31) 1952. Partial Index 


Concept of Reinfection in Tuberculosis. M. R. Garcia Alvarez.—p. 369. 

Diarrhea and Steatorrhea. C. Jimenez Diaz, J. M. Romeo and C. Marina. 
—p. 380. 

Results Obtained with Chloromycetin in Treatment of 15 Cases of Ty- 
phoid Fever. A. F. Alves Garcia.—p. 390. 

Systematic Classification of Splenomegalies. J. Carreras Pico.—p. 393. 

*Possibility of Predicting Cerebral Hemorrhage in Patients with Arterial 
Hypertension. R. del Valle y Adaro.—p. 397. 


Prediction of Cerebral Hemorrhage in Arterial Hypertension.— 
The occurrence of cerebral hemorrhage in hypertensive patients 
cannot be predicted with certainty on the basis of any single sign 
associated with hypertension, but when three or more are 
found in the same patient, the danger of hemorrhage becomes 
threatening and treatment should be intensified. The signs 
most commonly noted, either alone or in combination, before 
cerebral hemorrhage are a high, fixed arterial pressure, espe- 
cially with a high, fixed minimum; the so-called hypertensive 
encephalopathy; retinal hemorrhage; headache; and epistaxis. 
The higher incidence of cerebral hemorrhage in women than in 
men gives a prognostic value to sex also. The relation between 
high, fixed arterial pressure and cerebral hemorrhage can scarce- 
ly be questioned; variations in pressure and vascular fragility 
may also result in hemorrhage. Cases in which the pressure is 
normal or only moderately elevated when a patient in apoplexy 
is examined are probably the result of a sudden rupture of the 
arterial wall called on to withstand an abrupt but transient rise 
in pressure. The symptoms of hypertensive encephalopathy, such 
as headache, nausea and vomiting, and psychic disturbances, 
usually occur in the malignant forms of hypertension or those 
that come on rapidly as in acute nephritis or kidney disease 
occurring in pregnancy; when they appear in chronic hyperten- 
sion, the prognosis is adversely affected. Although they are gen- 
erally reversible, the residual damage increases with each 
succeeding attack, until at last the patient dies in a coma caused 
by a massive cerebral hemorrhage. Headache may occur in 
many forms: some patients have migraine, which has a higher 
incidence among hypertensive than among normal persons; 
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others have headache after sleeping, which gradually wears off 
on resumption of an erect posture; and in others the pain, espe- 
cially when associated with other signs of hypertensive ep. 
cephalopathy, may be violent and persistent, auguring ill fo; 
the patient. Retinal hemorrhage and epistaxis vary in their 
severity and prognostic significance. The time that will prob. 
ably elapse before a hypertensive patient with the first alarming 
symptoms suffers a fatal hemorrhage is difficult to estimate be- 
cause the factors affecting the prognosis in each case vary widely, 
but the average duration of life may be taken to be about 25 
or 28 months. 


Schweizerische Zeitschrift fiir Tuberkulose, Basel 
9:203-344 (No. 4) 1952. Partial Index 


*Vaccination Reaction and Tuberculous Diseases Observed After Inocula- 
tion of BCG. A. Delachaux and P. Jaquier.—p. 203. 

Functional Roentgen Diagnosis with New Type of Universal-Screen- 
Picture-Serial Apparatus. W. Giintert.—p. 213. 

Experimental Experiences with Isonicotinic Acid Hydrazide (Rimifon ©). 
B. Fust, A. Studer and E. Béhni.—p. 226. 

First Observations of Patients Treated with New Chemical Agent. 
J. Morin.—p. 243. 

*Isonicotinic Hydrazide in Treatment of Tuberculosis; First Clinical Ob- 
servations, E. Tanner, J. Wanner, H. Wehrlin and Z. Ramer.—p. 255. 


Vaccination Reactions and Tuberculous Diseases After BCG 
Inoculation.— Mass vaccination with BCG was done in the Swiss 
Canton of Vaud between 1944 and 1950. Up to 1948 the scari- 
fication technique was used, and after that the intracutaneous 
method was used more frequently. Of the vaccinated persons, 
3,846 submitted to follow-up examinations. Except for the 
common occurrence of small local ulcers at the area of the 
injection, only nine persons had severe local reactions to the 
vaccination, two of whom had general reactions manifested by 
fever. In all these cases recovery was rapid. Vaccination re- 
actions thus were rare and benign. Of 11 vaccinated persons in 
whom tuberculous diseases such as pleurisy or benign pulmonary 
tuberculosis were observed, in 6 the virulent infection responsible 
for the disease occurred before the necessary delay for the 
establishment of postvaccinal immunity, while in the remaining 
5 infection occurred during the postvaccinal allergic phase. The 
course of the disease was favorable in every one of the |! 
patients. 


Isonicotinic Hydrazide in Tuberculosis—Of 100 patients with 
pulmonary tuberculosis treated with isonicotinic acid hydrazide 
(rimifon®) for 4 to 10 weeks, 92 had been treated previously and 
not entirely successfully with streptomycin, p-aminosalicylic 
acid, amithiozone, or nicotinic acid amide, while 8 had not 
received previously any antituberculosis drug. According to the 
classification proposed by the American National Tuberculosis 
Association, 64 patients had grade 3 tuberculosis, 34 had grade 2, 
and 2 had grade 1. Sixty-two had been subjected to thoracic 
surgery or to pneumothorax. Treatment with isonicotinic acid 
hydrazide was given in an initial dose of 3.5 to 4 mg. per kilo- 
gram of body weight, and increased to a maximum of 10 mg. 
Despite the short duration of treatment and the small number 
of cases treated, a preliminary report of the results seems to be 
justified because of the sensational uncritical newspaper reports. 
Results of roentgenologic examination were disappointing: of 
the 100 patients, 17 were improved, 74 were unchanged, and 9 
had become worse. Cavities became smaller in only one patient, 
and larger in four. The sputums of one-third of the patients that 
had remained positive for a long time became negative on 
smears, while proof by culture and animal experiments is still 
lacking. The discrepancy between roentgenologic and bacteri- 
ological findings was remarkable: sputums became free of bacilli 
despite unchanged or even progressive cavitation. In one patient. 
who had been treated previously with nicotinic acid amide, re- 
sistance to isonicotinic acid hydrazide developed after treatmen! 
with this drug for four weeks (total dose of 7.5 gm.). Of 14 
patients with extrapulmonary tuberculosis treated with iso- 
nicotinic acid hydrazide, 3 with chronic tuberculosis of the 
mucosa of the larynx and 4 with tuberculosis of the bladder 
responded favorably. Improvement of general condition in 49 
of the 100 patients with pulmonary tuberculosis, gain in weight 
in 60 patients, diminution of sputum in 22, and less coughing in 
24 might be considered as unspecific effects of therapy. Changes 
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of metabolism or internal secretion could not be demonstrated. 
Complications consisted of exudative, febrile reactions, increased 
sedimentation rate, leukocytosis, increased amount of sputum, 
and exudation into the pleural cavity. Severe damage to the 
parenchyma or other grave complications were not observed. 
Drug fever occurred in one patient. Optimum dosage and dura- 
tion of treatment have not yet been determined. The inconsistent 
and incalculable results reported on do not justify the use of 
jsonicotinic acid hydrazide as a substitute for other reliable 
drugs or surgical treatment of tuberculosis. 


Semaine des Hopitaux de Paris 
28:1917-1958 (June 22) 1952 


Anticoagulant Treatment of Myocardial Infarction, Under Control of 
Test of Tolerance to Heparin in Vitro. J. L. Beaumont, P. Maurice, 
H. Chevalier and others.—p. 1917. 

Indications and Results of Anticoagulant Treatment in Severe Angina 
Pectoris; Report of 40 Cases. J. L. Beaumont, B. Coblentz, P. Maurice 
and others.—p. 1926. 

*Undesirable Effects of Anticoagulant Treatment: Study of 450 Patients. 
J. L. Beaumont, P. Maurice, M. Rogowsky and J. Lenégre.—p. 1932. 


Undesirable Effects of Anticoagulant Treatment.—Anticoagu- 
lant therapy was given to 450 patients between the ages of 11 
and 90, including 85 with venous thrombosis of the extremities, 
87 with recent myocardial infarction, 52 with severe and re- 
fractory angina pectoris, 103 with coronary artery disease, 84 
with valvular heart disease, 17 with chronic cor pulmonale, and 
22 with various disorders. Eight patients were treated with 
heparin alone, 203 with ethyl biscoumacetate alone, and 239 with 
ethyl biscoumacetate combined with heparin, the latter given 
intravenously for the first 24 or 48 hours of treatment. In gen- 
eral 300 to 400 mg. of heparin were given per 24 hours; the dose 
of ethyl biscoumacetate varied between 75 and 1,250 mg. per 
day. More than two-thirds of the patients received 300 to 900 
mg. per day. The aim strived for was a heparin tolerance time 
near to or slightly below twice that of the control time. Un- 
desirable effects of the treatment were observed as follows: 
Heparin shock occurred three times in two patients, one of 
whom died from circulatory collapse. Various hemorrhages oc- 
curred in 36 patients, 4 of whom died; two patients had severe 
epistaxis, 1 bleeding of the gums, 3 gastrointestinal hemorrhages, 
12 hematuria, 4 intramuscular hematomas, 5 hemothorax, 3 
hemmopericardium, 4 cerebral or cerebromeningeal hemorrhages, 
and 2 purpura. These hemorrhagic accidents were in general 
favored by the presence of a local or general factor predispos- 
ing to bleeding. The coagulation time evaluated by the heparin 
tolerance test in vitro seems to be a more reliable guide for 
anticoagulant treatment than the determination of the prothrom- 
bin level. Careful analysis of the provocatory or adjuvant causes 
and of the mechanisms of the hemorrhagic effects will permit 
prevention in many instances. Profuse bleeding due to heparin 
requires the immediate intravenous injection of 50 to 100 mg. 
of protamine sulfate. Discontinuation of therapy will be enough 
in mild external hemorrhages due to ethyl biscoumacetate, which 
is rapidly eliminated; bishydroxycoumarin (dicumarol®) is slowly 
eliminated, and in cases of hemorrhage due to this drug, an intra- 
venous injection of vitamin K, is required. Transfusions of fresh 
blood combined with injections of vitamin K, are indispensable 
in severe hemorrhages due to bishydroxycoumarin and _ its 
derivatives. 


Settimana Medica, Florence 
40:177-206 (April 15) 1952 


‘Cholesteremia in Patients with Severe Disturbances of Coronary and 
Cerebral Circulation. P. Trivella.—p. 178. 

Onset of Erythema Nodosum Shortly After Vaccination with BCG. 
R. Scotti-Douglas and P. Cattaneo.—p. 183. 

Attempts of Pharmacologic Combination of Carinamide and Heparin in 
Anticoagulant Therapy. L. Salvini and P. Cappelli.—p. 189. 


Cholesterol in Disturbances of Coronary and Cerebral Circula- 
tion.—The blood cholesterol level was studied in 60 patients from 
the Tuscany region where the diet is always poor in fats, especial- 
ly animal fats. Of these patients 36 had myocardial infarction of 
Various duration, 10 cerebral thrombosis, and 14 hypertension 
with coronary sclerosis; 47 were men and 13 women. A serum 
cholesterol level of 150 to 180 mg. per 100 cc. was considered 
hormal. This was elevated in 26 patients, but was above 250 mg. 
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per 100 cc. in only 6. It was higher in women than in men but 
high levels were more frequent in the younger patients. Of 29 
patients under 50 years of age, 17 (53%) had hypercholesteremia, 
whereas this was found only in 9 (29%) of 31 patients more than 
50 years old. A family study of five of these patients revealed that 
19 (60%) of the 30 members of these families had hyper- 
cholesteremia, with pronounced disturbances of the general 
metabolism attributable to endogenous cholesterol. The author 
believes that this hypercholesteremia is more likely to be caused 
by a constitutional condition of disturbed metabolism than by 
dietary factors. He points out that, in this region where vegetable 
fats are widely used, vessel lesions of thrombotic type, probably 
due to lipidosis rather than cholesterol, are more frequent than 
in other Italian regions. 


Strahlentherapie, Munich 
87:161-320 (No. 2) 1952. Partial Index 


*Roentgen Treatment by Means of Esophageal Cancer with Pendular 
Appliance. M. Péschl.—p. 162. 

Roentgen Treatment by Means of Pendular Appliance in Carcinoma of 
Stomach. W. Brandl.—p. 185. 

Roentgen Treatment by Means of Pendular Appliance in Rectal Carci- 
noma. G. Vogel.—p. 195. 

Results of Roentgen Treatment by Means of Pendular Appliance in Brain 
Tumors. A. Hirschauer.—p. 209. 

Distribution of Roentgen Ray Dose with Use of Pendular Device in 
Treatment of Superficial Tumors. W. Brandl.—p. 224. 

*Practical Experiences with Rotation Irradiation. G. Barth.—p. 233. 

Clinical Aspects of Convergence Device. G. Barth.—p. 243. 

New Viewpoint in Estimation of Dose in Irradiation of Deep Foci. 
F. Wachsmann.—p. 253. 

Dose Distribution- in Rotation Irradiation of Gynecologic Tumors. 
F. Wachsmann and L. Keller.—p. 278. 


Roentgen Irradiation with Pendular Device in Esophageal 
Cancer.—This paper reviews observations on 202 patients with 
esophageal carcinoma irradiated by means of Kohler’s pendulum 
appliance. The chief advantage of this device is that the ratio 
of the surface dose to the focal dose is relatively small, that is, 
the surface receives a relatively small dose compared to the 
focal dose. Thus the regenerating forces of the tissues surround- 
ing the focus are better preserved than with other methods of 
irradiation. Although three-fourths of the patients were in poor 
health, focal doses of more than 3,500 r could be applied to 144 
of them, resulting in an average survival time of 12.7 months. 
After one year, 29% of the patients had survived; after two 
years 10%; after three years 8%; and after six years 4%. 
Twenty-four patients received supplementary treatment with a 
radium tube; their average survival time was 12.3 months. 
Palliative effects in the form of reduction of pain were obtained 
in many of the patients, and in two-thirds of the patients 
swallowing was noticeably improved. A total dose of from 
5,000 to 6,000 r in fractionated daily doses of from 150 to 220 r 
should be applied to the focus of the disease. 


Rotatory Irradiation.—Barth points out that whereas rotatory 
irradiation was recommended as early as 1913, since then other 
mobile methods have been introduced. These include irradiation 
with a pendular device and convergence irradiation. In rotatory 
irradiation the patient is turned around his own axis (sitting or 
standing) while the stationary ray-cone strikes him horizontally. 
In pendular irradiation, however, the roentgen-ray tube describes 
an arc around the stationary patient. In both the rotatory and 
pendular irradiation the field of incidence on the skin forms a 
straight line, whereas in convergence irradiation, the ray-cone 
describes, as the result of a two-dimensional movement of the 
roentgen tube, a circular or rectangular skin field. Barth lists the 
following requirements for rotatory roentgen irradiation: 1. The 
tumor must be roentgenologically visible. 2. It should not exceed 
a certain width. 3. It should be spherical or extend in an axial 
direction. 4. It should be close to the body axis. He lists tumors 
suitable for this rotatory treatment. The dose distribution within 
the body is determined by the width of the field. By means of 
this rotatory method, higher focal doses can be applied than is 
possible with the conventional cross-fire method, while at the 
same time the nonaffected regions around the focus of disease 
will not be injured. The author reports on his experiences with 
this method of irradiation in cases of carcinoma of the brain and 
the esophagus, or bronchial carcinoma and of tumors in the 
region of the throat and the rectum. 
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A Study of the National Health Service of Great Britain. By O. L. 
Peterson, M.D., Staff Member, Division of Medicine and Public Health, 
Rockefeller Foundation. Paper, loose-leaf. Pp. 108. Rockefeller Founda- 
tion, 49 W. 49th St., New York 20, 1951. 


This study is a rather detailed analysis of the operation of 
the National Health Service of Great Britain. It does not attempt 
to evaluate the success or failure of this service but is intended 
only to provide an objective presentation of its functions. The 
reader is informed that the National Health Service was estab- 
lished in July of 1948, pursuant to the National Health Service 
Act of 1946 to provide adequate and comprehensive medical 
care for all the citizens of Great Britain. Under the plan, power 
over medical and public health services is centralized in the 
Ministry of Health (responsible to the Parliament), which in- 
cludes the three major divisions of hospital, general medical, and 
local authority health services. The Central Health Services 
Council, appointed by the Minister of Public Health, is an ad- 
visory group composed of presidents of the various colleges of 
surgeons, physicians, obstetricians, and others representing the 
different sectors of medical practice. 

In 1948 all of the hospitals except a few fraternal and re- 
ligious establishments became the property of the Ministry of 
Public Health. These included the local authority hospitals as 
well as the voluntary institutions that grew up in the era of 
economic prosperity but experienced financial difficulties in the 
postwar years of inflation and taxation. This consolidation was, 
according to the author, the outgrowth of the recognized need 
for a coordinated system of hospital services. England and Wales 
have been divided into 14 regions (with one medical school in 
each area), under the direction of regional hospital boards com- 
posed of 25 members each. The business of the boards is con- 
ducted by statutory and special committees whose members are 
appointed by the Ministry of Health and are headed by a senior 
administrative medical officer. The committees in turn are ap- 
pointed by the boards. The day-to-day management of the hos- 
pitals is performed by the hospital management committees. 

Originally, the Ministry of Health was to formulate general 
policies, but it has become preoccupied with minor details of 
hospital operation. The hospitals are the largest single item of 
cost in the National Health Service, representing about 60% 
of the total disbursement. The provision of funds is centralized, 
and control is exercised through budgets submitted by the hos- 
pitals to each regional hospital board, which adjusts them up 
or down and in turn submits them to the Ministry of Health. 
Requiring the budgets to be submitted a year in advance tends to 
make planning more complicated. It is extremely difficult to 
compare hospitals with respect to costs and efficiency of opera- 
tion; the reports submitted by the management groups merely 
reflect a restricted point of view and detail such things as repairs, 
purchases, and additions to physical plants, but very little is said 
about the over-all problems of the hospital. On the hospital ad- 
ministration level, considerable inefficiency is prevalent as a re- 
sult of the lack of training of personnel and the comparatively 
low salaries paid to the senior administrative medical officers. 
The complete dearth of reports and published material among the 
committees, boards, and other subdivisions of the Ministry of 
Health, together with the method of selection of the members, 
serves to explain some of the basic deficiencies of the national 
health system. Among other conditions found by the study was 
an ever-increasing utilization of hospital beds each year, due 
either to the inadequate housing accommodations of patients or 
to the readiness of physicians to hospitalize their patients rather 
than treat them at home. Obsolete facilities and equipment 
within the hospitals and the need for expanded hospital con- 
struction are also discernible. 

The second division of the National Health Service is con- 
cerned with general medical services under the control of 163 
executive councils functioning within the area of a local 
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authority. In each area there are local committees who share 
with the council the responsibility of local policy and Planning. 
Here again, difficulty is encountered in appraising the work of 
the councils and committees because of the paucity of publica. 
tions and reports. At the end of 1951, there were 18,936 genera] 
practitioners in the National Health Service, with average annual 
gross salaries equivalent to about $6,860. Remuneration is made 
from a central pool apportioned according to the number of 
patients in each area, with slight adjustments for increased costs 
of living, and is in the form of capitation fees; i. e., the physician 
is reimbursed on the basis of the number of patients. The straight 
capitation system of payments has not improved the quality of 
services and has definitely made quantity competition keener. 
It has also induced physicians to locate in densely populated 
areas, thus making for greater difficulties in the distribution of 
physicians. No statistics regarding such distribution on the basis 
of population are available, however, and the accuracy of the 
lists of patients submitted by the practitioners remains question. 
able. 

The study reveals that dissatisfaction prevails among general 
practitioners for varied reasons. The gross salary of $6,860, or 
a net of approximately $4,480 (allowing 35% for expenses, 
which corresponds to the percentage allowed for income tax 
purposes) is rather meager, particularly since hospital consul- 
tants’ salaries are considerably higher—$10,080 gross and $6,552 
net. Many of the physicians have lists of more than 4,000 pa- 
tients, and much of their equipment and tools is inadequate and 
antiquated. The Collings Report of 1950 disclosed that the “over- 
all state of general practice is bad and deteriorating” and that 
“there has been a marked decline in the morale of general prac- 
titioners.” Apparently, the envisaged ideal of providing family 
physicians has not been achieved. Also, hospital planning does 
not take into consideration general practitioners and their prob- 
lems. On the other hand, hospitals tend to ignore them and to 
use mainly specialists and consultants. The volume of work 
being done by many physicians is too great to be compatible 
with a desirable quality. The study also presents a brief résumé 
of dental, ophthalmic, and pharmaceutical services. 

The local health departments (the third division of the Na- 
tional Health Service) are still in operation, although many of 
their activities have been transferred to the regional boards, and 
future prospects remain discouraging. Only in this field of medi- 
cal services has any attempt been made to practice preventive 
medicine. The duties of the local governments entail such items 
as the provision of health centers, vaccination and immunizs- 
tion, maternity services, and nursing. Successful health programs 
cannot, however, be achieved without the joint cooperation of 
hospitals, general practice, and the local health departments. 

The cost of the National Health Service is borne by the British 
people through taxation by the national government. Nearly all 
persons living in Great Britain must contribute sums of money 
ranging from the equivalent of 35¢ per week for an unemployed 
girl under 18 to $1.26 per week for an adult employed male 
(with an equal amount being paid by his employer). In 1950 
the health service absorbed between 3 and 4% of the national 
income, which percentage does not include the private practice 
costs of medical care. 

The conclusions reached by the author of the study are stated 
in the form of major problems that confront the National Health 
Service, most of which have been created by its establishment. 
Unification of services is absolutely essential for their prope! 
functioning, but as yet no coordination has been achieved. The 
great centralization of power in the hierarchy headed by the Min- 
istry of Health takes the form of public control rather than medi- 
cal-technical “know how.” The National Health Service appa! 
to be a very static operation with very little provision for the 
future. Mental hygiene, social therapy, health education, 1 
search, and study are not provided for. Preventive medicine 0 
every kind is almost completely neglected. Until such services 
become an integral part of the National Health Service, the 
problems confronting it will become more and more aggravated. 
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Joll’s Diseases of the Thyroid Gland. By Francis F. Rundle, M.D., 
F.R.C.S. Second edition. Cioth. $12.75. Pp. 520, with 165 illustrations. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1951. 


This extensive revision of the well-known textbook of the late 
Cecil A. Joll was undertaken by a surgeon and a student of 
thyroid disease who is well qualified for the task. Dr. Rundle 
has made fundamental contributions in the field and has pub- 
lished extensive investigations on the pathogenesis of exophthal- 
mos. His treatise, “The Pathology and Treatment of Thyrotoxi- 
cosis,” one of the most extensive reviews of the subject ever 
attempted, won the Jacksonian Prize. 


The main body of the text, which deals with diseases of the 
thyroid and their treatment is introduced by chapters on histo- 
physiology and on structure and development. In the former 
Dr. Rundle has made a concise and critical evaluation of the 
extensive recent investigations on thyroid physiology, while in 
the latter much of the material of the first edition is unchanged. 
Simple goiter and thyrotoxicosis are the subjects of the major 
part of the book; the less frequent disorders are discussed more 
briefly. A hundred pages are devoted to surgical treatment and 
preoperative and postoperative care. A special chapter on bio- 
chemical changes and diagnostic tests was written by Prof. N. F. 
Maclagan of London, a section on subacute thyroiditis by Dr. 
George Crile Jr. of Cleveland, a chapter on malignant tumors 
by Dr. John C. McClintock of Albany, and a chapter on anesthe- 
sia by Dr. E. Stanley Rowbotham of London, while the sections 
on thyroidectomy and on struma lymphomatosa are those of 
the original author. On the whole, this book is a comprehensive, 
well-written textbook. 


The book was printed in England on good quality paper in 
clear type; the binding seems insecure, but the cover is attractive. 
The chapter headings and subheadings are clear and arrest the 
eye, and the numerous references are grouped at the ends of 
chapters or sections. The illustrations are well reproduced and 
well chosen; a portrait of Caleb Hillier Parry serves as the 
frontispiece. The index is good. The medical aspects of thyroid 
disease are adequately covered, but the book is a surgeons’ book 
and adheres to the surgical approach to therapy. A good account 
of the use of antithyroid drugs in hyperthyroidism is given, but 
only a brief statement is included on radioiodine, which the 
author feels is too dangerous to use. The book goes along with 
the current overemphasis of the frequency and hazard of thyroid 
cancer; lateral aberrant tumors are regarded as lymphatic metas- 
tases of a carcinoma arising within the gland, and it is advised 
that all single adenomas and cysts be removed for fear that- they 
may be malignant. On the other hand, a number of popular be- 
liefs are properly criticized; the deficiencies in the theory that 
exophthalmos and hyperthyroidism are attributable to an exces- 
sive secretion of thyrotropin are pointed out, and the various 
theories regarding the pathogenesis of simple goiter are authori- 
tatively discussed. 


Lehrbuch der inneren Medizin. Bande 1 und 2. Herausgegeben von 
Helmut Dennig. Von M. Broglie, et al. Second edition. Cloth. 41 marks, 
each. Pp. 972, with 243 illustrations; 1060, with 317 illustrations. Georg 
Thieme, Diemershaldenstrasse 47 (14a) Stuttgart O; agents for U. S. A., 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1952. 


This is a new and improved edition of the “System of Internal 
Medicine,” which was published in 1950. Since the earlier edi- 
tion was reviewed, progress in medicine has been so rapid that 
the editor felt a revision was necessary to bring the work up- 
to-date. There have been slight changes made in the sequence 
of the chapters, and many of them have been rewritten, al- 
though no marked alteration has been made in the general plan 
of grouping diseases by systems, presenting preliminary discus- 
sions of the pathogenesis and special methods of investigation 
applicable to each group, and in following this by a systematic 
discussion of the maladies covered in each chapter. 

Volume 1 contains material on the infectious diseases, by 
Dr. Dennig; diseases of the blood, by Prof. H. Schiilten of K6ln; 
diseases of metabolism and internal secretion, by Dr. H. Rein- 
wein of Kiel; diseases of the heart and vessels, by Dr. H. Schel- 
long of Miinster; diseases of the mediastinum and respiratory 
system, by Prof. A. Heymer of Essen-Werden; and an index. 
New material on blastomycosis, canicola fever, virus menin- 
gitis, toxoplasmosis, and infectious mononucleosis has been 
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added. Additions have been made to the short section on the 
thymus gland. Changes have been made in the discussion of 
diseases of metabolism and the avitaminoses, including an ex- 
cellent table on vitamins. The etiological relationship of epi- 
demic pleurodynia to the Coxsackie virus has been noted. Many 
new illustrations, mostly reproductions of photographs of pa- 
tients, have been added, especially in the pages discussing internal 
secretions. The section on diseases of the bones, joints, and skele- 
tal muscles has been transferred to volume 2. 


Volume 2 contains a discussion on the diseases of the diges- 
tive system, by Dr. N. Henning of Wiirzburg; Prof. H. Schiilten 
of Koln discusses diseases of the urinary system; diseases of the 
bones, joints, and skeletal muscles are covered by Dr. M. Broglie 
of Neumiinster; diseases of the nervous system are discussed by 
Prof. G. Schaltenbrand of Wiirzburg; and allergy is considered 
by Dr. K. Hansen of Lubeck, who also contributes a chapter 
on toxicology with Dr. W. Gronemeyer of Lubeck. The volume 
ends with a chapter by the editor, Dr. Dennig, on the recog- 
nition and treatment of internal disease and an index to the 
contents of the volume. In this volume the discussion of catarrhal 
icterus has been replaced by two sections on epidemic hepatitis 
and inoculation hepatitis. There is also a bibliography at the end 
of one chapter. 

In general the work maintains the same good qualities noted 
in the earlier edition; the articles are clearly written; the paper 
is of fine quality; the print is clear and legible; the many illus- 
trations and charts are excellent; and the index is voluminous. 
The work reflects in comprehensive form a clear and accurate 
summary of knowledge of internal medicine of the period. 


Biological Antagonism: The Theory of Biological Relativity. By Gustav 
J. Martin, Sc.D., Research Director, National Drug Company, Phila- 
delphia. Cloth. $8.50. Pp. 516. Blakiston Company (division of Double- 
day & Company, Inc.), 1012 Walnut St., Philadelphia 5, 1951. 


This volume is a well-organized summary of the efforts that 
have been expended and the results that have been obtained in 
the field of biological antagonism. The author has chosen to 
compile this summary of the concept of metabolite analogue dis- 
placement because he believes “. . . that in no single instance of 
specific displacement has a thorough job been done, and that 
such work, properly undertaken, will lead to discoveries of 
chemotherapeutic agents of great value in medical science.” 


This book consists of 22 chapters, most of which are concerned 
with individual compounds or groups of compounds that are of 
biological importance. Seven of the chapters are on biological 
antagonism in protein and amino acids and six on antimetabolites 
of vitamins. Single chapters deal with the antagonists of purines 
and pyrimidines, steroids and lipids, ionic and inorganic com- 
pounds, and miscellaneous information. Other general subjects, 
such as enzymatic inhibition, drug resistance, biological relativity, 
and the pharmacologic aspects of antimetabolites, are also in- 
cluded. 


In general, the individual chapters contain a compilation of 
the work that has been done in specific areas and a concluding 
section that sets forth the theoretical concepts that have been 
developed on the experimental data. In such an arrangement, it 
is convenient for the author to point out the incompleteness of 
the data in each area and to suggest fields for further experi- 
mentation. Each chapter contains a bibliography, and a general 
index is included at the end of the book. 


Differentialdiagnose innerer Krankheiten: Eine kurzgefasste Darstellung 
fiir Arzte und Studierende. Von Dr. Robert Hegglin, Privatdozent an der 
Universitat Ziirich. Cloth. 49.80 marks. Pp. 454, with 220 illustrations. 
Georg Thieme, Diemershaldenstrasse 47 (14a) Stuttgart O; agents for 
U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1952. 


This volume is the work of a pupil of Otto Naegli and Wilhelm 
L6ffler, to whom the book is dedicated. It is a brief presentation of 
differential diagnosis for practitioners and students. The author 
discusses in his foreword the g2neral principles on which the 
work is based. He holds that in the last analysis every diagnosis 
is differential. He emphasizes the necessity of a sound knowledge 
of the etiology and pathogenesis of disease and the importance 
of knowing the relative incidence of the common and rare dis- 
eases, their seasonal relationships, and the significance of such 
factors as age, sex, race, geographic distribution, and the patient’s 
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habits, occupation, and bodily and mental makeup. In brief, he 
recognizes the vital necessity of a good history and an adequate 
physical examination, although he by no means disparages 
appropriate technical aids. The work is arranged in chapters in 
which the common presenting symptoms and signs most frequent- 
ly confronting the practitioner are discussed. This is a sensible 
and practical approach, for it gives the author an opportunity to 
discuss the etiology and pathogenesis of such symptoms and 
signs and then go into detail regarding the various diseases that 
may produce them, stressing the important differential points. 
Each section is followed by a good bibliography covering 
German, English, and American literature. Some common con- 
ditions such as allergy, although not omitted, are casually 
touched on. The book is printed in clear, legible type and pro- 
fusely illustrated with excellent reproductions of roentgenograms 
and electrocardiographic tracings and a good many informative 
diagrams. The subject matter is logically and systematically ar- 
ranged; the style is clear; and there is an excellent general index 
rendering reference to any special subject easy. The book is 
recommended as a brief but competent guide to differential 
diagnosis. 


Diseases of the Heart and Circulation. By Albert A. Fitzgerald Peel, 
M.A., D.M., F.R.F.P.S., Physician for Diseases of Heart, Victofia In- 
firmary, Glasgow. Oxford medical publications. Second edition. Cloth. 
$7.50. Pp. 472, with 91 illustrations. Oxford University Press, 114 Fifth 
Ave., New York 11; Amen House, Warwick Sq., London, E.C.4, 1952. 


As a basis for the first edition of this book, which appeared 
in 1947, Dr. Peel used his lecture notes to the students at Ander- 
son College of Medicine, Glasgow. Thus, this book is primarily 
intended for the undergraduate medical student and the general 
practitioner. The general plan of the second edition is the same 
as that of the first. Suitable illustrations accompany the text. 
Several chapters have been rewritten to include new diagnostic 
tests, such as cardiac catheterization, multiple unipolar leads in 
electrocardiography and angiocardiography, and new therapeutic 
agents, such as anticoagulants, antibiotics, low sodium diet, and 
cation exchange resins. 

Although an attempt has been made to bring this book up-to- 
date, a more complete revision, perhaps to the extent of complete 
rewriting, should have been done. Some examples of the uneven 
quality of the book can be cited. The section on congestive heart 
failure could be improved considerably by a thorough discussion 
of recent advances in knowledge of the mechanism of congestive 
heart failure, which would form the basis for principles of 
therapy. No mention is made of the use of cortisone or cortico- 
tropin (ACTH) in acute rheumatic fever. Penicillin prophylaxis 
after recovery from rheumatic fever is dismissed briefly with the 
statement “personally I prefer penicillin applied as a paint to 
the tonsils.” In discussing the treatment of cardiac irregularities 
the use of procaine amide has been omitted entirely. It does not 
seem that this book would be of much value to the physician 
who is anxious to keep abreast of the many changes taking place 
in the field of cardiovascular diseases. 


Chirurgische . Von Prof. Dr. med. Otto Kingreen, Leiter 
der chirurgischen Abteilung des stadt. Krankenhauses Liidenscheid. Auf 
der Grundlage des in vier Auflagen von 1910-1926 erschienenen Werkes 
von Geheimrat Prof. Dr. F. Pels Leusden. Cloth. 88 marks. Pp. 692, 
with 854 illustrations. Urban & Schwarzenberg, Thierschstrasse 11, 
Munich 22; Meinekestr. 13, Berlin W. 15, 1952. 


This volume on surgical operations, based on the work of Prof. 
Pels Leusden, was published during the years 1910 to 1926 in 
four sections. It has been completely rewritten and reillustrated 
by Professor Kingreen and is one of the first volumes of its type 
to come out of Germany since World War II. Leusden requested 
Kingreen to rewrite his works as far back as 1939. The war and 
the period after the war made it difficult to fulfill Leusden’s wish. 

Many changes have taken place in the technical methods of 
operations since Leusden first published his works. Because of 
this and because of the better control of many of the factors 
associated with the conduct of an operation and with the recovery 
of a patient, this book was completely rewritten. It represents, 
therefore, the best in German surgery today. 

This book is an all-encompassing volume, in that sterilization 
and anesthesia are also covered. Although a considerable portion 
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of the volume deals with abdominal surgery, there are adequate 
sections on the surgery of the pleura, the lungs, and the heart. 
There are other sections on the breast, the neck, the extremities, 
the face, the tongue, and the head. The volume is written in 
German and may, therefore, have limited appeal for American 
surgeons. For those, however, who can read German, this is an 
interesting volume because it presents the German point of view 
in a wide field of surgery. Although American surgeons will not 
agree with everything in this volume, there is much to be gained 
from reading it. There are many good illustrations, some in color, 
The print is excellent, and the arrangement of the material is 
satisfactory. 


Symposium on Radiobiology: The Basic Aspects of Radiation Effects on 
Living Systems, Oberlin College, June 14-18, 1950. Edited by James J. 
Nickson. Editorial committee: P. Morrison, et al. Sponsored by National 
Research Council of National Academy of Sciences. Cloth. $7.50. Pp. 
465, with illustrations. John Wiley & Sons, Inc., 440 Fourth Ave., New 
York 16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, W.C.2, 
1952. 


The 23 chapters of this book, written by several contributors, 
are concerned with the following topics: the physical interac- 
tion of ionizing radiations with matter, the chemical changes 
arising from the transfer of physical energy, the biochemical 
effects, and the effects on the tissues of the living organism. 
Although all of these considerations are fundamentally im- 
portant in medicine, the concluding chapters on genetic effects, 
on the factors modifying the sensitivity of cells to ionizing 
radiation, on problems of quality and quantity of radiation, 
and on injury and lethality in mammals are of most immediate 
medical interest. 

The chapters are not all equally intelligible, and it is evident 
that the editors struggled with the dilemma that arises at every 
meeting of specialists in a recondite field, as to whether they 
should address themselves to their immediate hearers and be 
content to make themselves clear to each other or whether they 
should be circumstantial and explicit for the sake of potential 
readers. Even a fairly well-informed reader may not have heard 
of a Franck-Rabinowitch cage (page 92). He is unable to find 
it in a 1950 “Pocket Encyclopedia of Atomic Energy” or in the 
reference works of any ordinary personal library. This book 
lacks an index, which would facilitate the search for illumi- 
nating context. For this and other reasons this book is not an 
introductory study. It can be recommended only to specialists 
in radiobiology. 


Textbook of Neurosurgical Nursing. By Walter G. Haynes, B.S., M.D., 
and Mary McGuire, R.N., M.A., Clinical Supervisor, Neurological Service, 
Kings County Hospital, Brooklyn, N. Y. Cloth. $3.50. Pp. 178, with 56 
illustrations. W. B. Saunders Company, 218 W. Washington Sq., Philadel- 
phia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1952. 


The purpose of this book is to instruct the student nurse in 
the basic concepts necessary for the intelligent approach to 
the highly specialized field of neurosurgical nursing. It also at- 
tempts to promote interest in this speciality among nurses. The 
authors, a neurosurgeon and a clinical supervisor of a neurologi- 
cal service, respectively, are well equipped to discuss the re- 
quired knowledge and qualifications of the neurosurgical nurse. 

Part 1 is devoted to neuroanatomy, neurophysiology, and 
neuropathology. Part 2 deals with the role of the nurse in ad- 
mitting the neurosurgical patient, routine bedside care, preop- 
erative and postoperative care, and diagnostic procedures and 
treatments. Part 3 is devoted to neurosurgical techniques in 
the operating room as they relate to the nurse. These include 
the preparation of the patient, information on the supplies and 
instruments required in specific neurosurgical operations, and 
the nurse’s responsibility during the actual operative procedures. 
The material is presented concisely and directly. Diagrams are 
used extensively to explain the text, and photographs are in- 
cluded in the 56 illustrations. 

This manual will be helpful to both the student and the gradu- 
ate nurse as an aid in understanding the importance and peculiar 
demands of neurosurgical nursing. The authors’ attitude of re- 
spect for the contribution of the nurse in the neurosurgical team 
is evident throughout the book and should help stimulate in- 
terest in the field. 
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QUERIES AND MINOR NOTES 


DROWNING 

To THE Eprror:—Can a person that supposedly drowns in a 
still pond two acres in size be found floating on top or two 
feet under water a few hours after the supposed accident 


occurred? J. C. Holloway, M.D., Durham, N. C. 


ANSWER.—The body of a recently dead person may, under 
certain circumstances, float at or near the surface of a fresh 
water pond within a few hours after death by drowning. The 
buoyancy of a human body depends on the difference that exists 
between its specific gravity and that of the liquid in which it is 
immersed. Muscle, bone, fibrous connective tissue, and the solid 
viscera are heavier than water. Fat and the gases that are trapped 
within the body are lighter than water. The presence of a relative- 
ly large amount of adipose tissue, as is often the case in the 
bodies of young children or women, and always the case in obese 
persons, May cause the body to have a specific gravity about 
equal to that of water. If such a person dies of drowning, the 
body may float at or near the surface immediately, especially if 
an excessive amount of air was trapped in the lungs incident to 
the drowning or if for other reasons there was an excessive 
amount of gas in the alimentary canal. If the specific gravity of 
the body of a drowned person was greater than that of the water 
at the time of death it will remain submerged until the gases of 
putrefaction cause it to rise. Such gases form slowly in cold water 
and rapidly in warm water. The tendency of any body to float 
is increased if the specific gravity of the water is high because of 
substances dissolved in it. 


TREATMENT OF OSTEOARTHRITIS 


To tHE Eprror:—/ have read about a new treatment for hyper- 
trophic osteoarthritis that does not respond to corticotropin 
(ACTH) or cortisone; it is the use of liver extract, made from 
the liver of pregnant cows. Please send information concern- 


ing this therapy. P. L. Dodge, M.D., Miami, Fla. 


ANSWER.—Treatment of osteoarthritis by means of an extract 
derived from pregnant mammalian liver was described recently 
at the Second International Gerontological Congress, in St. Louis, 
during September, 1951. In this communication Collens, Zalin- 
sky, Greenwald, and Stern stated that this product possesses the 
property of “rapidly reversing the symptom-syndrome of hyper- 
trophic osteoarthritis.” A series of 110 patients had been studied, 
among whom 84% showed evidence of improvement. Results 
were excellent in 22%, good in 46%, and fair in 16%; 16% 
failed to respond. The same extract was said to possess the 
property of quickly reversing the “symptom-syndrome of periph- 
eral neuropathy both in diabetics and non-diabetics.” 

Apparently, no other report has thus far been published deal- 
ing with this form of treatment for arthritis. The work is not 
known to have been checked or confirmed by independent ob- 
servers, and until this has been done, an opinion as to the value 
of this procedure must be reserved. 


The pathological processes of osteoarthritis cannot be reversed, 
and therefore treatment for this disease should aim to alleviate 
symptoms and to prevent progression of the underlying disease. 
Useful measures of treatment include periods of rest for the 
affected joints and use of physical therapy procedures such as 
infrared lamps and massages. Medications to alleviate pain and 
encourage rest should be prescribed. Acetylsalicylic acid (aspirin) 
and sometimes small doses of codeine may be needed for painful 
episodes. For further information on accepted procedures for 
treatment of osteoarthritis, the writer is referred to a chapter on 
\reatment of osteoarthritis in “Arthritis and Allied Conditions” 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
Specifically stated in the reply. Anonymous communications and queries on 
Postal cards camnot be answered. Every letter must contain the writer’s 
dame and address, but these will be omitted on request. 


by Bernard I. Comroe (edited by J. L. Hollander, Philadelphia, 
Lea & Febiger, ed. 4, 1949); also the writer can see the chapter 
“The Diseases of the Locomotive System” in “Therapeutics in 
Internal Medicine” (edited by Franklin A. Kyser, New York, 
Thos. Nelson & Sons, 1950). 

Treatment of osteoarthritis by intra-articular injections with 
compound F is still an experimental procedure and cannot yet 
be said to be of proved worth. 


UNDESCENDED TESTES 


To THE Epitor:—/s it advisable to have an undescended testis 
removed from the inguinal canal if pituitary treatment fails, 
especially in unilateral cases? How would the patient know 
early enough for treatment to be effective whether cancer was 
developing in the testicle? What would be the effect on the 
personality of removing a single testis, which presumably is 
producing male sex hormones in its foreign location? 

M.D., Nebraska. 


ANSWER.—There is some definite evidence, which has been 
questioned, that tends to show that malignant disease develops 
more frequently in undescended testes than in fully descended 
ones. All intra-abdominal undescended testes that have become 
arrested in the inguinal canal should be brought down into the 
scrotum, if this is anatomically possible. In the case of abdominal 
testes, if the anatomy is such that the testes cannot be brought 
into the internal ring, there seems to be unanimity of opinion 
that these testes should be removed. There is considerable con- 
flict of opinion, however, on whether or not unilateral inguinally 
retained testes that cannot be brought into the scrotum should 
be removed. Unless a testis that is retained in the inguinal canal 
and that cannot be brought down into the scrotum by surgical 
means causes mental or physical symptoms, it may be allowed 
to remain, the patient being cautioned that if any symptoms of 
enlargement or tenderness occur, he should have a careful 
examination. Since carcinoma of the testicle almost always oc- 
curs during the age of most active sexual function, which is from 
the late teens through the early thirties, its occurrence in un- 
descended testes in persons of older age groups probably can 
be discounted. 

There should be no personality change after removal of a 
testicle, if the remaining organ is a normal one. Most testes that 
are retained in the abdomen or inguinal canal are affected by 
the increased temperature of the body and rarely, if ever, carry 
on normal spermatogenesis. The question of the effect of pituitary 
extract, chorionic gonadotropin, pregnant mare serum, or similar 
preparations in activating the descent of the testes is a moot 
one, but there is sufficient clinical evidence to indicate that prior 
to puberty this treatment should be given a trial. 


SULFUR STAINS ON BATHTUBS 
To tHE Epitor:—How can sulfur stains on a bathtub be re- 
moved? Kurt Loewenthal, M.D., Freeport, N. Y. 


ANSWER.—This question is difficult to answer, since the exact 
nature of the stain is not known. Sulfur baths are of varying 
composition. Some baths contain free sulfur and others con- 
tain sulfurated potash, a mixture composed chiefly of potassium 
polysulfide and potassium thiosulfate. The free sulfur type is 
water insoluble, and the sulfurated potash is water soluble. If 
the stains are yellow, they most probably are from the free 
sulfur, whereas if the stains are black or dark in color, they 
probably are due to the formation of insoluble metallic sulfides, 
the metals being present either in the water or as fixtures on the 
tub. Free sulfur is soluble in carbon disulfide, but the chemical 
is too dangerous to use for cleaning purposes, since it is highly 
inflammable. The best way to remove either type of stain is by 
means of a scouring powder that contains a detergent. The 
detergent will aid in keeping the water-insoluble material in sus- 
pension until it can be rinsed down the drain. 
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SCHIZOPHRENIA 

To THE Epitor:—A 29-year-old mother of two children sud- 
denly became confused, agitated, unable to sleep, and preoccu- 
pied with such delusions as that there are clots in her head, 
her insides are eaten up with cancer, and things are crawling 
out of her ears, vagina, and stomach. A definite schizoid per- 
sonality apparently has been present since childhood; how- 
ever, no serious trouble developed until the present illness. 
The patient has had 18 electroshock treatments. Following 
the first three, she showed improvement, except for some con- 
fusion and memory defects. During the rest of the course, the 
only somatic reference was to her heart. She has never be- 
come violent and only occasionally has to be persuaded to 
take her treatments. Psychotherapy of a reassuring nature has 
been used. So far the patient has gained little insight. Injec- 
tions of d-tubocurarine have been given about two days apart 
and occasionally once daily. These caused a good convulsion 
lasting 40 seconds. Results of physical examination are essen- 
tially normal. The patient has been treated on an ambulatory 
basis and lives on a ranch. Her husband is considerate and 
cooperative. Should electroshock therapy be continued in her 
case? I have undertaken treatment of this patient because of 
the isolated location. My experience with electroshock therapy 
was gained by working in state institutions in which it was 
extensively used. M.D., South Dakota. 


ANSWER.—The case described is that of a severe schizophrenic 
reaction in a young woman who has obtained a partial remission 
after a course of electroshock treatment. Now, apparently she 
is “holding” on maintenance dosage of shock treatments. Since 
such a good start has been obtained by the use of electroshock 
treatment, a thorough course of insulin might be beneficial. 
She should have at least 40 or 50 comas. While this may be 
difficult to carry out in an isolated location, if there is a good 


nurse available, a physician who has had some state hospital 


experience may be able to carry through an effective treatment 
course. The key to the problem would be to obtain a psychi- 
atrically trained nurse for the period of therapy. If this is not 
possible, it would be advisable to place this patient in a private 
or state hospital for the insulin therapy. 


TETANUS 
To THE Epitor:—Has tetanus ever been reported in a person 
known to be properly actively immunized with the toxoid? 
In World War Il, for example, were there any cases of tetanus 
in soldiers who had been actively immunized? 
Peter Hillier, M.D., Pasadena, Calif. 


ANSWER.—Tetanus has been reported to have occurred in 
persons whose records indicated that they had been given tetanus 
toxoid in an approved manner. Such cases, however, have been 
extremely rare. In World War II, there were only 12 cases of 
tetanus reported from over 2,700,000 admissions for wounds 
and injuries among U. S. Army personnel (Long, A. P., and 
Sartwell, P. E.: Tetanus in United States Army in World War 
Il, Bull. U. S. Army M. Dept. 7:371 [April] 1947). Of these, six 
had received no toxoid, and two had received only the basic 
immunization (three injections of fluid toxoid) and had been 
given no emergency stimulating dose at the time of injury. The 
records of the remaining four persons indicated that they had 
received the basic series of toxoid injections plus a stimulating 
dose at the time of injury. In view of this experience, it is fair 
to conclude that active immunization to tetanus using tetanus 
toxoid in an approved manner is essentially completely effective 
for the prevention of tetanus. 


CHANCROIDAL INFECTION 
To tHE Epiror:—Can chancroidal infection invade the urethral 
canal, producing a purulent discharge, without the occurrence 
of any other cutaneous penile manifestations? 
M.D., California. 


ANSWER.—It is possible for this to occur. In such cases, a 
cutaneous test with Ducrey vaccine should give a positive reac- 
tion. In addition, an attempt should be made to cultivate the 
organism. 


J.A.M.A,, Nov. 1952 


SCRAP METAL AND DERMATITIS 


To THE Epitor:—A 51-year-old man works in a smelting works 
where he handles white metal, copper, zinc, lead, aluminum 
solder, rosin, sulfur, and ammonium chloride. He melts Scrap 
metal and moulds it into different shapes. During the process 
the smoke and fumes are intense and vision is impaired. He 
has a severe dermatitis which started on his hands and extendeq 
over almost the entire body. There are large areas of weeping 
erythematous skin; in places there is crusting and also scaling 
Please discuss the possibility of the substances used in his wor, 
being factors in producing his dermatitis. 

M.D., Massachusetts. 


ANSWER.—Much scrap metal handled in recovery operations 
is smeared with various oils from previous machining. Assuming 
that the dermatitis was the result of this man’s work, these oils 
become a prospective cause more important than any of the 
metals mentioned. In the melting of oil-laden scrap metal, the 
oils become doubly disturbing. Acrolein, one product of thermal 
decomposition of some oils, acts notably as an eye irritant, In 
some scrap recovery plants, degreasers have been introduced to 
provide clean metal. Rosin is a recognized source of dermatitis. 
On an allergic basis, copper may be the offender. Scrap metal 
sorters are prone to acquire dermatitis; their exposure is obvious 
and continuous. As a rule, the dermatitis of these trades is from 
contact. 


SINGLE ROUNDWORM 


To THE Epitor:—/ have had several children who passed a 
single Ascaris lumbricoides (roundworm), and subsequent ex- 
amination of stools for ova and parasites have been negative. 
Would you advise treating such patients for Ascaris lumbri- 
coides infection? B. Mullen, M.D., Denver, Colo. 


ANSWER.—If a child in a northern state has acquired Ascaris 
lumbricoides infection, it is likely that the infection will consist 
of a single worm or at most a very few, unless there has been 
considerable soil pollution by transient laborers, as may occur in 
sugar beet fields. When repeated stool examination over a period 
of three or four months is negative for Ascaris lumbricoides ova, 
there is probably no residual infection; hence treatment is not 
advised. 


CHEILITIS GLANDULARIS 


To THE Epiror:—A patient in the middle sixties has been diag- 
nosed by a dermatologist as having cheilitis glandularis, and 
he was told that nothing could be done for him. I wonder if 
other experts agree with this opinion. M.D., Wisconsin. 


ANSWER.—Because the condition long has been considered to 
be a congenital hyperplasia of the mucous glands of the lips, 
treatment usually has been with radiation, surgical peeling of the 
involved tissue, or electrosurgical destruction. The administra- 
tion of potassium iodide has been recommended also, as has 
therapy with antibiotics after appropriate culture studies. All of 
these methods have effected improvement in some cases, but too 
often the results have been somewhat less than satisfactory. 
Woodburne and Philpott (Arch. Dermat. & Syph. 62:820 (Dec.| 
1950) reviewed the subject and reported three cases in which con- 
trol of the disease was effected by psychotherapy. 


FLUOROSCOPY 


To THE Epitor:—What is the safe length of time each week for 
a physician to use the fluoroscope at 3 to 5 ma. and 65 kvp? 
Lead gloves and apron are, of course, used at all times. How 
often and for how long is exposure safe for the patient? 

M.D., New Mexico. 


ANSWER.—Working under the conditions listed above and, in 
addition, using the smallest possible beam of x-rays, it should 
be safe for the examiner to work from three to five hours pe 
week. I would suggest a maximum of 3 ma., which is adequate 
except in very heavy patients. Five minutes is the maximum 
time a patient should be exposed under the above conditions. 
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